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SOUTHERN MEDICAL NEWS 


NEW (9th) EDITION 
DELEE AND GREENHILL’S 


PRINCIPLES AND PRACTICE OF OBSTETRICS 


Prospective mothers and the physicians who attend them may well gain assurance 
from the significant strides that have been made in the practice of obstetrics. 

To bring you these advances, and the fundamental knowledge on which they are de- 
pendent, is the aim of the New (9th) Edition of DeLee and Greenhill’s book, Continuous 
caudal anesthesia, fetal erythroblastosis and the Rh factor, diseases of the blood, toxemias 
of pregnancy, chronic infectious diseases complicating pregnancy, premature labor, use of 
newer agents such as antibiotics, are just a few of the phases of obstetric practice in which 
important advances have been made and which are set down in the new edition. 

In addition to complete revision—almost a rewriting—the entire work is now presented 
in a new two-column format making for improved readability and greater utility—and with 
no increase in price! 

Every doctor practicing obstetrics will want to have this latest revision of a world 
standard work in his library to consult at will and as the occasion demands. 

By Joseph B. DeLee, A.M., M.D., late Professor of Obstetrics and Gynecology at the 
University of Chicago; and J. P. Greenhill, M.D., Attending Obstetrician and Gynecologist, 
Michael Reese Hospital, Chicago. 1011 pages, with 1108 illustrations on 860 figures, includ- 
ing 211 in colors. $10.00. 

SEND ORDERS TO 


J. A. MAJORS COMPANY 


New Orleans 13 Dallas 1 
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by ARTHUR GROLLMAN, Ph. neM-b., F.A.C.P. 


Professor of Medicine Ghairthon, of the Defdgment of Experimental 
Medicine, the Southwestern’ Medical College: .auending Physician and 


* This oe edition covers the clinical aspects of the abbjeg! with all of 
the latest information in a short, concise and basic mannef. It is designed 
for the busy physician . . . designed to give the necessary information 
for ready application to the problems arising in daily practice. Essentials 
of Endocrinology presents the subject on a basis of sound authority .. 
an approach used because time has proved that only those linkess 
concepts based on sound scientific observation retain their validity. It is 
a book for use ...a book to help you in everyday practice. Use the 
coupon below to order your copy. tt 


OVER 600 PAGES 
131 
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By EDWARD 3. STIEGLITZ, 
$2.95 


M.D. 


Ke B. LIPPINCOTT COMPANY 
East Washington Square, Philadelphia 5, Pa. 


OD Please send me Groll "s E ials of Endocrinol 
Price $10.00. 


© Stieglitz’ Second Forty Years. Price $2.95. 
O Cash enclosed. O Charge my account. © Send C.O.D. 
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STREET. 


CITY, ZONE, STATE.. 


SMJ-747 (10 day return privilege guarantee) 
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WHEN SUPPLEMENTARY PROTEIN IS INDICATED IN 


K NOX GELATINE is especially valu- 
able when you must plan reducing 
diets containing supplementary protein. 


Knox is pure, unflavored gelatine 
that is all protein, no sugar...decidedly 
different from factory-flavored gelatine 
dessert powders which are 85% sugar. 


To all reducing diets, Knox Gelatine 
salads and desserts can add variety and 
interest. Many of these dishes contain 


KNOX GELATINE..., 


PLAIN, UNFLAVORED GELATINE...ALL PROTEIN, NO SUGAR 


high-residue, low-calorie foods, espe- 
cially helpful in staving off hunger. 

Drinking Knox in water or in diluted 
fruit juices between meals is another 
good, low-calorie way to combat hun- 
ger and make dieting easier. 


If You Wish FREE Diets and Recipes 
write to Knox Gelatine, Johnstown, 
New York. Dept. # 408 
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Just Released 


A New Mosby Publication 


METHODS of DIAGNOSIS 


by: LOGAN CLENDENING, M.D., F.A.C.P., Late Professor of Clinical 
Medicine and History of Medicine; and EDWARD H. HASHINGER, 
M.D., F.A.C.P., Professor of Clinical Medicine—both of University of 
Kansas School of Medicine. 


A New, Completely Practical Work for “the Physician 
CONTENTS at the Bedside of the Patient.” 


PART I. PRINCIPIA DIAGNOS.- 


This book has been prepared with you in mind—you 
TICA: Logic and Diagnosis. The prep y —you, 


at the bedside of your patient, analyzing the patient’s 
3 niin - story, noting symptoms and signs, and finally inter- 
Physical preting laboratory findings. On that basis, METHODS 
ee OF DIAGNOSIS covers all the diagnostic possibilities 
PART III. ANATOMIC RE. of a given case. 
First, the basic principles of diagnosis are set forth. 
Then complete sections are devoted to the basic entities 
Nervous System. in diagnosis; Symptoms, physical signs, and interpreta- 
PART IV. LABORATORY AND tion of laboratory findings. The authors cover the 
SPECIAL PROCEDURES: Exami- significance of specific symptoms. They look at the 
nation of Urine. Examination of body as a whole—and examine each system and part of \ 
Blood. the body. Finally they discuss and evaluate the findings 
Gastric nts. ‘ool. 
Tees. Cerebrospinal Fluid. Transu- of laboratory and special procedures. 
dates and Exud I logi 
teed ond Shin. Bec METHODS OF DIAGNOSIS represents twenty five i 
Gefen. Basel Matai years of bedside teaching of physical diagnosis. The 
Ophthalmoscopy, Otoscopy and enjoyable and vivid Clendening style puts it in the class 
Laryngoscopy. Bronchoscopy. Proc- of thoughtful literature as well as scientific publication— ; 
and Dyes. 1064 Pages. 125 Illustrations. $12.50 
a ORDER FORM 
C. V. MOSBY CO., SMJ-7/47 


3207 Washington Blvd. 
St. Louis 3, Missouri 
Gentlemen: Send me immediately a copy of the new Clendening-Hashinger 
METHODS OF DIAGNOSIS, $12.50 


-........Attached is my check. _..........Charge my account. 
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Pod Even wil the handicaps of travel or vacation accommo 
vad dations; a mother can easily prepare a safe formula for her 
infant... by just adding cooled boiled water to Biolac 
gtrccording to the physician’s directions. The simplicity of 
@” preparation (dilution only) minimizes possibilities of formula 


contamination even under adverse conditions. 


V4 In addition to safety and simplicity of preparation, Biolac 

formulas provide complete nutrition when supplemented 

Easily calculated .. . quickly pre- with vitamin C. No chance omission of needed vitamins, 

pared. I fl. oz. Biolac to 1¥%2 fiz 07. carbohydrates or iron can occur. Biolac simply and safely 
water per pound of body weight. affords nutritional elements for optimum health. 

\4 BORDEN’S PRESCRIPTION PRODUCTS DIVISION 

350 MADISON AVENUE - + NEW YORK 17, N.Y. 


Biolac 


“BABY TALK” FOR A GOOD SQUARE MEAL 
Biolac is a liquid ‘modified milk, prepared from whole and skim milk, 
with added lactose, and fortified with vitamin B,, concentrate of vitamins 
A and D from cod liver oil, and iron citrate. Evaporated, homogenized, 
and sterilized. Biolac iz available in 13 fl. oz. cans at all drug stores. 
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No substitute for mother’s milk is more highly regarded 
than Similac for feeding the new born, twins, prematures, 
or infants that have suffered a digestive upset. Similac 
gives uniformly good results in these special cases simply 
because it resembles breast milk so closely. Normal 
babies thrive on it for the same reason. 


This similarity to breast milk is definitely desirable— 
from birth until weaning. 


M & R DIETETIC LABORATORIES, INC. © COLUMBUS 16, OHIO 


. 


? 

AMERICAN 

MEDICAL 
ASSN 


A powdered, modified milk . 
product especially prepared for . 

infant feeding, made from tu- . 
berculin tested cow’s milk \ 
(casein modified) from which . 
part of the butter fat has been \ 
removed and to which has ‘ 
been added lactose, cocoanut \ 
oil, cocoa butter, corn oil. ‘ 
and olive oil. Each quart of ‘ 
normal dilution Similac con- 

tains approximately 400 U.S.P. 

units of Vitamin D, and 2500 

U.S.P. units of Vitamin A as 

a result of the addition of fish 

liver oil concentrate. 
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The Ultimate in Technical Excellence... . 


DIAGHOSTIC AGENTS 


For many years physicians 
throughout the United States and 
Canada, and in many other parts 
of the world, have looked to Lederle 
for the ultimate in diagnostic and 
biological products. World War II 
emphasized this reliance upon Lederle 
products by an overwhelming demand 
for our diagnostic sera and other agents 
from all quarters of the globe. 


Literature on Lederle diagnostic agents 
will be sent upon request. 


LISTEN to the Lederle radio series, “The Doctors Talk It 
Over,” broadcast coast-to-coast every Monday evening 
over the American Broadcasting Company network. 


LEDERLE LABORATORIES DIVISION 


AMERICAN CYANAMID CO. 
30 ROCKEFELLER PLAZA, NEW YORK 20, N.Y. 
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wha Salis 
my baby 
cant taste? 


— exhibit food likes and dislikes early in life, and 
they quickly learn to associate the appearance of a food 
with its taste. For this reason, every effort is made to retain 
the original tastes of the foods from which Libby’s are made; 
uniformity of attractive taste characterizes Libby’s Baby 
Foods. As a result of Libby’s exclusive process of homogeniza- 
tion, cellulose cell capsules are ruptured, enhancing the 
availability of nutrients and making for satin-smoothness of 
texture. Libby’s Baby Foods have been fed as early as the 
sixth week of life, providing the infant with many essential 
nutrients which would otherwise be denied him. 


Mixed Vegetables - Garden Vegetables - Liver Soup + Vegetables with Bacon - 
Vegetables with Beef and Barley » Vegetables with Lamb + Apples and Apricots + 
Maples and Prunes Apple Sauce Peaches Peaches-Pears-Apricots Pears and 
Pineapple » Prunes (with Pineapple Juice and Lemon Juice) + Custard Pudding 


libby, MENeill & Libby Chicago 9, Illinois 


1947 
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A 
Beets Carrots Green Beans + Peas » Spinach » Squash » Vegetable Soup 
sh 
FOODS 
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ients to know 
hings you would like your patients 
Some thing 


about Epilepsy 


in full color 
ill appear in fu 
shown below, wi : f more than 
on Epilepsy, udience ° 
The educational magazines... a published 
LIFE and thie No. 205 in the the medical profession. 
22 million people. by Parke-Davis in be 


Some things you Should know about epilepsy a 
No. Davis & Co, 
on the importance of Prompt and Proper medical core. 


is one of the most widely nj 


< Understood of all diseases. 
Many People believe that 
Ment for it. 


outlook for most Persons 
who have the disease is 


istinetly hopeful. 
Wheat is epilepsy? 
In broad ane si 


imple terms, ¢ 
in which th 


Patient suffe 
Seizures, These Seizures yy. 


pilepsy is a disorder 
S recurrent nervous 
sually characterized by 
muscular convulsions and sometimes by the loss 
Conse vary Sreatly in frequency, dura. 
Gon, and intensity, 
The funda 


mental cause of ¢ 
although a 


variety of contri 
n established, 


Contrary to Popular belief, heredity as a rule 
does not play the major role in ep; » The 
chances that an €pileptic will have an epileptic 
child are ouly about one in forty, 

Can chilepsy be controlled? 
Epilepsy most often begins in childhood or adoles. 
cence. In times Sone by, a dij. i 
Was a dreadfully heavy blow, 


Pilepsy, is unknown, 
ibuting causes have 


ives, They cain work, swim, 
and play golf or other 
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mes. Children can £0 to 
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"ows which drug op drugs Par with their school 
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not disappear, nearly 50 Using these medicines, 1) 
Cent of the patients are—with proper j 
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Mokers of Medicines Prescribed by Physicians 


PARKE, DAVIS g Co. 


Rescorch end Menvloctering 
led, * Detroit 32, Mich, 
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that it always becomes Worse as the Patient grows 3 
Your doctor, however, will tell you these ideas are toe 
: 
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: 
sive the parents—and the child—much treatment of ¢ ilebsy 
encouragement and hope. The following figures The of opi 
*xplain why this is 59: 
YVOCTOR:! If You or your children ever 
been able €xperience — however mild — see your 
SPHEPLICS a new lease on life. Once haunted promptly, With epile, 48 with any other 3 
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Specification of CARTOSE* as the 
mixed carbohydrate for infant feed- 
ing formulas provides ease and econ- 
omy of use. The liquid form of this 
milk modifier permits rapid, accurate 
measurement, thereby avoiding 
waste. 
Double protection against con- 
tamination is afforded by: (1) the 
narrow neck of the bottle, preventing 
spoon insertion, and (2) the press-on 
cap, assuring effective resealing. 
CARTOSE supplies nonferment- 


‘ : 2 


EASE AND ECONOMY OF USE 


able dextrins in association with mal- 
tose and dextrose . . . a combination 
providing spaced absorption that 
minimizes gastrointestinal distress 
due to fermentation. 

Available in clear glass bottles 
containing 1 pt. ® Two tablespoonfuls 
(1 fl. oz.) provide 120 calories. 


CARTOSE 


Mixed Carbohydrates 
*The word CARTOSE is o registered trademork of H. W. 
Kinney & Sons, Inc. 


—— H. W. KINNEY & SONS, 


COLUMBUS, INDIANA ——— 
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itching! 


The patient with severe pruritus not only requires—but 
demands—prompt relief from his torment. And—aside 
from the discomfort—f itching is not controlled, scratch- 
ing may result in secondary infection. « Patients suffering 
the distressing torment of ivy and oak poisoning partic- 
ularly welcome the soothing, cooling relief provided by 
‘Cauicesic’ Analgesic Calamine Ointment. « This grease- 
less, bland cream possesses anesthetic, analgesic, astrin- 
gent, protective properties which quickly arrest the 
desire to scratch and minimize the possibility of secondary 
infection. « ‘Cauicesic’ Ointment is useful also in treat- 
ment of sunburn, summer prurigo, insect bites and other 
pruritic skin conditions. It does not stain the skin and 
may be used safely on infants. ¢ Each 100 Gm. contains: 
Calamine 8.00 Gm., Benzocaine 3.00 Gm., Hexylated 
Metacresol 0.05 Gm. Supplied in 1/2 and 4-0z. tubes. 
Sharp & Dohme, Philadelphia 1, Pa. 


Analgesic Calamine Ointment (Greaseless) 
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SEARLE 


A NEW NAME FOR A PROVEN 
SEARLE PRESCRIPTION COMBINATION 


Kiophyllin is the new, convenient, easily remembered 
name now applied to the following widely prescribed 


combination : 
Aminophyllin 150mg. (2% gr.) 
Potassium lodide 125 mg. (2 gr.) 
Phenobarbital 15 mg. (% gr.) 


Kiophyllin is indicated in many degenerative and infec- 
tious processes involving the heart, the lungs and the 
vascular system. It is composed of three dependable 
therapeutic agents in a combination which provides myo- 
cardial stimulation, increases urinary output, relaxes 
bronchiolar smooth muscle, limits fibrous tissue deposi- 
tion and furnishes mild sedation. It is especially adapted 
for those conditions requiring prolonged medication. 


Available in both plain and enteric coated tablets. The enteric coated form is NEW. 


G. D. SEARLE & CO., Chicago 80, Illinois 


Ss E A o L E RESEARCH IN THE SERVICE OF MEDICINE 
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in favor of 


Desoxyn 


(d-DESOXYEPHEDRINE HYDROCHLORIDE, 


BBOTT) 


... over other sympathomimetic amines in producing 
euphoria and stimulation of the central nervous system 
are these points of superiority claimed by investigators*: 


SMALLER DOSAGE 


... potency of d- 
desoxyephedrine 
is greater, weight 
for weight; conse- 
quently smaller 
dosage is required 
to achieve desired 
effects.1,2,6,7,8 


LONGER EFFECT 


. .. action is more 
prolonged!.2.8s— 
duration of a sin- 
gle dose of 10 mg. 
orally from 6 to 
12 hours, in ex- 
ceptional cases as 
long as 36 hours. 


QUICKER ACTION 


... onset of effect 
is more rapid!.2— 
in 20 to 60 min- 
utes orally;almost 
at once intrave- 
nously; from 2 to 
10 minutes in- 
tramuscularly.45 


FEWER SIDE-EFFECTS 


untoward 
effects reported 
have been mini- 
mal.1,3 With the 
correct dosage, 
properly used, 
toxic effects very 
rarely occur. 


DESOXYN TABLETS, 2.5 mg. and 5 mg. * ELIXIR, 20 mg. per 
fluidounce (2.5 mg. per fluidrachm) AMPOULES, 20 mg. per cc. 


Abbott Laboratories * NORTH CHICAGO, ILLINOIS 


*BIBLIOGRAPHY: 1. Ivy, A. C., and Goetzl, F. R. (1943), War Med., 3:60, 
January. 2. Davidoff, E. (1943), Med. Rec., 156:422, July. 3. Dodd, H., and 
Prescott, F. (1943), Brit. Med. J., 1:345, March 20. 4. Dodd, H., and Prescott, F. 
(1943), Surg., Gynec. & Obst., 77:645, December. 5. Prescott, F. (1944), Brit. 
Heart J., 6:214, October. 6+ Simonson, E., and Enzer, N. (1942), J. Indust. Hyg. 
& Toxicol., 24:205, September. 7. Richards, R. K. (1941), Pharmacologic Records 
of Abbott Laboratories (unpublished). 8. Foltz, E. E., lvy, A. C., and Barborka, C. J. 
(1943), J. Lab. & Clin. Med., 28:603, February. 
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for the patient 
with distressing urinary symptoms 


The prompt symptomatic relief provided by Pyridium is extremely gratifying to the patient 
suffering from distressing symptoms such as painful, urgent, and frequent urination, nocturia, 
and tenesmus. 

Pyridium, administered orally in a dosage of 2 tablets t.i.d., will promptly relieve these 
symptoms in a large percentage of ambulant patients, thereby permitting them to pursue 
normal activities without undue discomfort. 

Since Pyridium acts directly on the mucosa of the urogenital tract, this important effect is 
entirely local. It is not associated with or due to systemic sedation or narcotic action. 

Therapeutic doses of Pyridium may be administered with little fear of serious toxic effects 
throughout the course of most cases of cystitis, pyelonephritis, prostatitis, and urethritis. 

Literature on request. 


wes PYRIDIUM 


(Phenylazo-alpha-alpha-diamino-pyridine mono-hydrochloride) 
MERCK & CoO., Ine. RAHWAY, N.J. 


In Canada: MERCK & CO., Ltd. Montreal, Que. 
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U (form: 

Nifc mity 
in digi talization 


(Davies, Rese) 
1% grains 


and maintenance \ 


To be dis- 


Pil. Digitalis (Davies, Rose) 


0.1 Gram (1% grains) 
“Physiologically Standardized 


Each pill contains 0.1 Gm. (112 grs.) Powdered Digitalis, produced 
from carefully selected leaf of Digitalis purpurea, therefore of an activity 
equivalent to 1 U.S.P. XII Digitalis Unit. 


When Pil. Digitalis (“Davies, “Rose) are dispensed on a prescription, 
the physician is assured that the patient receives digitalis in its completeness 
and obtains the full benefit of the therapy. 


Trial package and literature sent to physicians on request. 


Davies, Rose & Company, Limited 


Manufacturing Chemists, - Boston 18, Massachusetts 
Del 


35 
| Digitalis | | 
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Del 


Philadelphia 


with poor appetite 


EskaPHEN B Euixir . . . a delightfully 
palatable combination of phenobarbital 
and thiamine . . . has been developed 

for the many tense and nervous patients, 
especially women, whose most 
characteristic symptoms are agitation, 
wakefulness and poor appetite. 

For these patients . . . 

suffering more often than not from 
thiamine deficiency . . . ESkAPHEN B 
provides, in a pharmaceutically 

excellent preparation, both the calming 
action of phenobarbital and the 
tone-restoring effect of Vitamin B. 
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SYSTEMIC REHABILITATIO 
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for long-lasting alleviation of 
pain and restoration of func- 
tion in arthritic patients, sys- 
temic rehabilitation has been 
found to be the most rational 
therapeutic regimen. 
Darthronol is widely ac- 
cepted as an important thera- © 
peutic factor in the systemic 
rehabilitation of the arthritic. 
The beneficial antiarthritic ef- 


EACH CAPSULE 


Wiiamin D (irradiated Ergosterol) .... 
Witamin A (Fish-Liver Oi!) ......... 


Ascorbic Acid 


fects of the contained massive 
dosage of vitamin D, the im- 
provement of appetite, de- 
crease of pain, restoration of 
normal digestive function and 
general well-being—which so 
frequently follow adequate 
dosage of Darthronol—all 
tend to hasten recovery and 
make possible the return to 
a gainful occupation. 


CONTAINS: 


50,000 U.S.P. Units 
5,000 U.S.P. Units 


Mixed Tocopherols............ 4 mg. di 


(Equivalent to 3 mg. of synthetic 
Alpha Tocopherol) 


the 


SROERIG AND COMPANY 


536 Lake Shore Drive 


Chicago 11, Illinois 


y 1947 17 
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Hydrochloride...  3.mg. 
Pyridoxine Hydrochloride.................... 0.3 mg. 4 
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SODIUM SULEACETIMIDE 
SOLUTION 30° 


Unlike most ophthalmic solutions, SODIUM 

SULFACETIMIDE SOLUTION 30% serves a 
double purpose—prophylaxis and treatment. 
Prophylactic instillation of SODIUM 
SULFACETIMIDE SOLUTION 30% eye drops 
will prevent infection in the majority of instances 
of corneal abrasion, laceration and trauma from foreign 
bodies. 
Therapeutic instillation of SODIUM SULFACETIMIDE 
SOLUTION 30% eye drops produces results consistently 
superior to any other sulfonamide in a wide variety of 
ocular infections including acute and chronic conjunc- 
tivitis, blepharitis and acute traumatic corneal ulcer. 


High concentration Highly bacteriostatic 
_ Deeply penetrating Virtually non-irritating 
Prophylaxis: One drop every two hours for at least one day 


following abrasive injuries to the cornea or conjunctiva, or after 
removal of a foreign body. 


Therapy: One drop every two hours for severe infections or less 
frequently in milder infections. 


SODIUM SULFACETIMIDE SOLUTION 30% (Sedium SULA- 
MYD) is available in 15 ce. amber, eye-dropper bottles. SODIUM 
SULFACETIMIDE OPHTHALMIC OINTMENT 10% (Sodium 
SULAMYD) in \% oz. tubes. Boxes of 1 and 12 tubes. 


Trade-Mark SULAMYD—Reg. U.S. Pat. Off. 


CORPORATION + BLOOMFIELD, N. J. 


In Canada, 
Schering Corporation Limited, Montreal 
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ANUTRIENT TONIC 
Formulated 
SPEED COMALESCENCE 


Contains elements essential to rapid rebuilding of 
the convalescent, in a delightful wine-flavored 
base. Provides a desirable multiple stimulation 
to recovery, in convalescence, anemia, and other 
debilitated states, by supplying: 


@ B COMPLEX— high potencies of the estab- 
lished B vitamins, plus the whole B complex from 
liver, rice bran and hydrolyzed yeast; 


© IRON— ‘to counteract the accompanying hypo- 
chromic anemia; 


The delightful winey favor - © AMINO ACIDS—15% enzymatic yeast hy- 
drolysate containing supplemental amounts of 
euteenelianny tenth envenm the 10 essential amino acids, plus other amino 
plishment in a product con- acids and polypeptides . . . for readily available 
extra nitrogen and stimulation of vitamin assimi- 
lation and hemoglobin formation. 1.2 


taining amino acids, liver 
and iron. Most patients find 
it particularly pleasant 
mixed with milk, fruit 


FORMULA Each 45 cc. (average dail aunt contains: 
Protein hydrolysate (45% amino ae. - 6.75 Gm. 


ov water. Thiamine hydrochloride................. 3.0 mg. 

1. Jacobson, M_: Preliminary report 1.0 
State J. Med. 48:2079-2080 (1945). Liver, B complex fraction. .............. 0.5 Gm. 

Ss. 
and. bulanced 

‘Am. Digest Dis 13:110-122 (1940), DOSAGE —15 cc. (approximately 1 tablespoonful) 


three times daily, preferably with or before meals. 
Children proportionately less. Larger amounts in 
pronounced deficiency states. 


Available at prescription pharmacies in pints and gallons. 


Trademark “ Amino-Concemin” 


THE WM.S. MERRELL COMPANY* CINCINNATI, US A 


a 

g-con ow and 
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Whatever the source, common allergic conditions 
—such as urticaria, seasonal allergic rhinitis, 
asthma—respond favorably to Pyribenzamine 
hydrochloride in a high percentage of cases. 
Reports reveal that Pyribenzamine is more 
effective and produces fewer side effects than 
other anti-histaminic drugs. 

COUNCIL ACCEPTED—PYRIBENZAMINE—(brand of tripelennamine) 
Trade Mark Registered U. S. Pat. Off, 


®@ for further information, write Professional Service Dept. 
CIBA PHARMACEUTICAL PRODUCTS, INC., SUMMIT, WN. J. 
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PICTURE OF A MAN 


WHO CAN’T STAND HOME COOKING 
(or any other kind} 


GASTRIC DYSFUNCTION — accompanied by distention, heaviness, 
eructation and epigastric pain. can rob the best meal of its pleasures 
(and benefits). 


GASTRON 


offers effective, symptomatic relief of gastric distress 
provides replacement of secretory deficiencies 
supplies a physiologic mixture of gastric enzymes and hormones 


contains hydrochloric acid, pepsin, rennin, secretin, mucin and the_ 
antianemic principle, in a palatable, alcohol-free, sugar-free medium 


Indicated in the treatment of hypochlorhydria and chronic gastritis which occur 
so frequently—particularly in patients over 40 


Supplied in bottles of 6 and 32 fl. oz. 


The Usual Dose is 2 to 4 teaspoonfuls with an equal volume of water, at the end 
of each meal... when the stomach has been stimulated to peak secretion by 
food intake. 


DETROIT 31, MICHIGAN «+ NewYork + 
Windsor, Ontario 
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Kansas City Sanfrancisco + Atlonte 
Avcklend, New Zealand 
‘Trede-Mart Gastron Reg. U. 5. Pet. Of. 
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@ A Protein Hydrolysate 
Solution that is conspicuously 
reaction-free is another achieve- 
ment of Baxter research. The per- 
fecting of Protein Hydrolysate 
Baxter marks an important addi- 
tion to Baxter’s integrated paren- 
teral therapy program .. . with 
its complete range of solutions 
... Sets for separate or simultane- 
ous infusions. . . its wide selection 
of simplified equipment for stand- 


ardized procedures. No other 
method is used by so many 


hospitals. 
this container after * 
2 Manufactured by 


BAXTER LABORATORIES 
Morton Grove, Illinois - Acton, Ontarie 


* 


Distributed and available only in the 7 
states east of the Rockies through... 


AMERICAN HOSPITAL SUPPLY CORPORATION 


NEW YORK EVANSTON, ILLINOIS ATLANTA WASHINGTON, D.C. 


Pioneer Name 
— BAXTER 
Hydrolysate w 


io 
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- To COUNTERACT MILK ANEMIA 

itions 

Itane- The infant dietary, based largely upon fore available in two forms: a regular 8 

ection milk, is rich in most nutritional require- ounce bottle, and a special 2 ounce drop- 

stand- ments except the hemopoietic elements. per bottle for infant feeding. The adult 

oies As a consequence, “Milk Anemia” often dose is 2 teaspoonfuls twice daily. The 
results. ARMOUR LIVER IRON and RED dose for children under 15 years old is 

— BONE MARROW (with malt extract) effec- 1 teaspoonful twice daily. The infant dose 
tively counteracts this tendency by sup- is 1 to 10 drops daily in milk or water. 
plying precisely the missing factors. It is 
rich in general nutritional and more par- 

_— ticularly in blood building substances and 

ra therefore forms an excellent adjuvant to 


infant feeding. 
This product is also an ideal nutritional 
adjuvant and hematinic tonic for older 


J Have confidence in the preparation 
children and adults of all ages. It is there- you prescribe — specify “ARMOUR” 


THE LABORATORIES 


HEADQUARTERS FOR MEDICINALS OF ANIMAL ORIGIN + CHICACO 9, ILLINOIS 
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Aralen diphosphate (SN-7618)—the new synthethic, color- 
less, antimalarial specific which has been thoroughly 
investigated under the auspices of the National Research 
Council — has been demonstrated to be from 8 to 32 times 
as effective as quinine, depending on the strain of malaria 
plasmodium used. Aralen diphosphate is well tolerated. 
Being colorless it can not cause skin pigmentation. 


Only 10 tablets administered over a three day period are 
required for the treatment of an acute attack: 4 tablets 
initially, 2 tablets after six to eight hours, and 2 tablets on 
each of two consecutive days. , 


Tablets of 0.25 Gm., tubes of 10 and bottles of 100 tablets. 


Write for Informative Booklet 
CHEMICAL COMPANY, INC. 
NEw YorK 13, N. Y. : WINDSOR, ONT. 


A Pat aipnosphate 


ads 
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Notably reduced side reactions . . . 
quantitatively increased therapeutic potency. . . 
with this new 


effec’ 


estrogen 


Tabulated data from recent clinical 
jin menopausal or hypo- 
ovarian complaints, show effective control 
of symptoms with an incidence of side-effects 
of less than 1%—significantly lower than 
that observed with any other commonly 
used, synthetic estrogen. 


(1) Barnes, J.: Brit. M. J., 1:79, 
1944, 


Sevringhaus, E. I. and Sikkema, 
S. H.: Am. J. Med., 2:251 (Mar.} 
1947. 


Finkler, R. S. and Becker, S.: 
J. A. M. W. A., 1:152, 1946. 
DOSAGE: For mild to moderately severe Finkler, R. S. and Becker, S.: 
menopausal symptoms—0, 1 to 0.5 mg. daily. A Preliminary Evaluation of 


Dienestrol in the Menopause, 
Am. J. Obst. and Gynec., 53:513 


For severe menopausal symptoms, as en- 


countered in artificially induced menopause (Mar.) 1947. 
—0.5 to 1.5 mg. daily. 

‘© Cantarow, A., Rakoff, A. E. et al: 
For suppression of lactation—0.5 mg. three Preliminary Studies of Dienestrol 
times daily for three days; then 0.5 mg. (Tentative Title) to be published. 
daily for one week. 


Gordon, E. S.: Value of Dienestrol 
6) in the Menopausal Syndrome 
(Tentative Title) to be published. 


Supplied in small coated tablets of 0.1 
mg. (white) and 0.5 mg. (red) in bottles of 
100 and 1000. 


WHITE LABORATORIES, INC., Pharmaceutical Manufacturers, Newark 7, New Jersey 
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The very state of nervous ten- 
sion, “jitters” and sleepless- 
ness, which calls for safe, symp- 
tom-free sedation, is also apt 
to make the patient captious, 
rebellious to medication. 

Elixir Butisol Sodium proves 
gratifyingly useful at such 
times. Its fresh green color, 
palatability and appealing fla- 
vor, help to convince the patient 
that something different is 
being done for him. 


ADVANTAGES 
© Intermediate duration—5 to 6 hours. 
© Therapeutically effective in small dosage. 
@ Low toxicity—wide margin of safety. 
@ Inactivated in body, independent of 


renal excretion. 
@ Onsetof initial effects p ptand smooth. 
© Provides refreshing sleep—no lethargy 
or dullness on awakening. 


INDICATIONS 
Day-time sedation + Insomnia 
Menopausal hysteria Neuroses 
Preoperative tension and 
apprehension 


Obstetrical hypnosis 


Contains Butisol Sodium (Sodium salt of 5-ethyt-5- 
secondary butyl barbituric acid McNeil’) 3 gr. per fl. 
oz. Supplied in bottles of one pint. Average Dosage: 44 


Please send two trial samples of 

ELIXIR BUTISOL SODIUM 


to 1 tsp. with water. - CAUTION: Use only as directed. 


LABORATORIES, INC. 
RLPHIA 32 - PENNSYLVANIA, U.S 


26 July 199 
| 
ELIAIR BUTISOL SODIUM 
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When cycles cease at the menopause, Di-Ovocylin relieves the psycho- 
somatic distress that usually follows. A single injection will control symptoms 
for from 7 to 14 days—far longer than other estrogenic preparations. 


Di-Ovocylin 


DI-OVOCYLIN (brand of «-estradiol dipropionate). T. M. Reg. U. S. Pat. Off. and Canada. 


For further information, write Professional Service Department. 


CIBA PHARMACEUTICAL PRODUCTS, INC. @ SUMMIT, NEW JERSEY 


Vol. 40 No. 7 ee 
» 
| 
4 


28 
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Overweight patients 
lose weight 

when they stop 
overeating 


Dexedrine . . . because it reduces 


the most rational, but 3 e 
the least difficult means of 
achieving weight loss. ta 


Smith, Kline & French Laboratories 
Philadelphia, Pa. 


appetite . . . makes it easy 
for the patient to stop overeating. 


Thus, it presents not only 
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the protein patients accept 


palatable 
easily digested 
9 efficient 


Protein-Carbohydrate Granules 


Protein therapy is important in all branches of medicine. 
Every cell of every tissue requires protein for growth and 
repair. Protein requirements are therefore frequently enor- 
mous. « How may protein be administered in large amounts ? 
The simplest and best way is by mouth, for any patient who 
can swallow. Infusion hazards are avoided; more complete 
nutrition is provided.* “Detcos’ Protein-Carbohydrate 
Granules present palatable, concentrated, whole protein of 
high biologic value, protected from wasteful use as energy. 
¢ Patients like the taste of ‘DeLcos’ Granules, and will accept 
it almost ad libitum. Dosage may be pushed to the limit and 
maintained at a high level indefinitely. Moreover, since 
‘Detcos’ Granules provide carbohydrate-protected, whole 
protein, containing strepogenin,* a factor lacking in protein 
hydrolysates and mixed amino acids, maximal nutritional 
efficiency is achieved. Controlled growth tests have shown 
that ‘Detcos’ Granules are biologically superior to beefsteak. 
e ‘Detcos’ Protein-Carbohydrate Granules contain casein and 
lactalbumin, providing a balanced combination of all the es- 
sential amino acids, as whole protein, protected from wasteful 
use as energy by carbohydrate (30%). In wide-mouthed jars; 
1b. and 5-Ib. Sharp & Dohme, Philadelphia 1, Pa. 


“Editorial: J.A.M.A., 131:826, July 6, 1946. 
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HE consensus of clinicians who have 
had considerable experience with 
aurotherapy is that gold, despite its 
recognized toxicity, is the most effective 
agent available for the treatment of 
active rheumatoid arthritis. 
The following statements, quoted 


’ from the article entitled, “The Use 


And Abuse Of Gold Therapy In Rheu- 
matoid Arthritis,”” by Bernard I, 
Comroe, M. D. (J.A.M.A. 128:848- 
851, July 21, 1945), constitute an ex- 
cellent summary of the present position 
of gold therapy in arthritis: 


1 Gold is of no value in any form of joint 
disease except rheumatoid arthritis. 
2 Gold does not benefit all patients with 
rheumatoid arthritis. 
3 Gold is not the final answer to the treat- 
ment of rheumatoid arthritis. 
4 Toxic symptoms may appear at any time 
during this form of therapy. 
5 From 10 to 20 per cent or more of pa- 
tients who have received gold therapy re- 
lapse after stopping the drug. 
6 Extreme care must be used during gold 
therapy, and the physician must be familiar 
with the details of such treatment before 
undertaking this. 
7 Injections of certain gold salts in proper 
dosage may be followed by subjective and 
objective evidence of improvement in the 
majority of selected patients with rheuma- 
toid arthritis. 

Literature on request 


Reg. U. S. Pat. Of. 


MERCK & CO., Inc. RAHWAY, N. J. 


Manufacluring Chemishs 


GOLD SODIUM THIOMALATE MERCK ° 


for the treatment of rheumatoid arthritis 


July 1947 


GOLD THERAPY in Rheumatoid Arthritis 


\ 
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...» and when you prefer a lathering cake detergent for 


nt 
routine use, prescribe DERMOLATE, the new non-irritating, 
* nonabrasive, hypoallergenic skin cleanser. May be used 
at: on all skins . . . even on infants . . . for DERMOLATE is 
ime actually milder than the mildest castile. 
pa 
‘Te When a non-lathering liquid skin detergent is desired, such 
gold as for oily skin and scalp, and for removing residual oint- 
fore ments, ACIDOLATE, the companion product, will be a de- 
of choice. 
oper tergent of choice. 
and 
the 
uma DERMOLATE 
Lathering Cake 
ss 4 oz. cakes: boxes of 3 
Not advertised 


ACIDOLATE 


Non-Lathering Liquid 
8 oz. and gallon bottles 


“Acidolate” and “Dermolate” Reg. U. S. Pat. Off. 
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puctioNn 
pRIce OF 


30% 


DIMENFORMON BENZOATE 


VIALS and AMPULS 


W you can obtain “the most efficient”* of all injectable 

estrogens and their derivatives—alpha-estradiol benzo- 
ate available as Dimenformon Benzoate—at a cost as low 
as that of some of the so-called “bargain estrogens.” In fact, 
the over-all cost of Dimenformon Benzoate therapy is really 
lower than that of many “bargain estrogens”, for its high 
potency and prolonged action permit fewer injections ot 
longer intervals. Moreover, by using Dimenformon Benzoate 
vials, you and your patients can enjoy an additional savings— 
as much as 37% more—over the cost of individual ampuls. 
At these new economy prices, none of your patients needs be 
denied the benefits of Dimenformon Benzoate therapy 
because of financial limitations. 
%E. P. McCullagh, Clevelond Clin. Quort., 13:166, 1946. 


ROCHE-ORGANON INC. + NUTLEY 10, WN. J. 


ALL THESE 
SIZES AND 
STRENGTHS 
AVAILABLE 
AT REDUCED 
PRICES 


VIALS, 10 ce 
0.333 mg (2,000 RU) 


2.0 mg (12,000 RU) © 
per cc 

Boxes of 1 
Boxes of 6 


AMPULS, 1 ce 


0.1 mg (600 R.U,} 
Boxes of 6 
Boxes of 50 
Boxes of 100 


0.166 mg (1000 RU) 
Boxes of 6 ; 
Boxes of 50 
Boxes of 100 


0.333 mg (2000 RU} 
Boxes of 3 
Boxes of 6 
Boxes of 50 
Boxes of 100 


1.0 mg (6000 
Boxes of 3 
Boxes of 6 
Boxes of 50 
Boxes of 100 


1.666 mg (10,000 RU) 
Boxes of 5 
Boxes of 50 
Boxes of 100 


POTENT 
ECONOMICAL 
TOLERATED 
ESTROGEN 


1 
E 
59% 
oR EVEN REDUCTION | | 
By Using Pimentormon penzoate Vials 
\n Boxes of 6 | 
—Reg. U. S. Pat. Off. 


A 12x15 reproduction of this Amos Sewell color illustration, suitable for framing, is available upon request. 


IF IMMUNIZATION against certain communica- 
ble diseases did not exist, it is unlikely that the 
modern school would be a reality. Discovery 
of the various immunizing agents has been 
achieved through the painstaking work of many 
keen minds. In many localities diphtheria is 
a rare disease. The incidence and severity of 
pertussis have been sharply reduced. Vaccina- 
tion against smallpox will always remain an 
outstanding achievement in medical science. 


Co-operative research for the development of 
better medicinal agents is encouraged by the 
ethical pharmaceutical manufacturer. Scien- 
tists of the Lilly Research Laboratories com- 
bine their collective talents with those of 
the clinician to solve problems met in caring 
for the sick. Through the continuation of 
this work, reliable medicinal products for both 
prevention and treatment of disease are made 
available to the medical profession. 


| 


CLINICALLY STANDARDIZED 


LIVER EXTRACT SOLUTION, Crude, Lilly, and Liver Extract Solution, 
Purified, Lilly, are standardized on clinical cases of primary anemia 
in relapse and will produce a standard reticulocyte response when the 
recommended dosage is administered. 

Ampoules Liver Extract Solution, Crude, Lilly, are availablem 
one U.S.P. unit per cc. and two U.S.P. units per cc. strengths. Am 
poules Liver.Extract Solution, Purified, Lilly, are available im 1§ 
U.S.P. units per cc., 10 U.S.P. units per cc., and 5 U.S.P. units pet 
cc. strengths. 


ELI LILLY AND COMPANY 


{/ 
a » 
Tk 
2). 
INDIANAPOLI 
6, INDIANA, U.S. A. 
es 
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“That selective implication of the 


nervous system may occur in 


association with nutritive deficiency 


is well documented historically.” 


NUTRITION REVIEWS, FEB., 1946 


While mental symptoms have 


always been recognized as an in- 
tegral part of the pellagra syndrome, 
numerous investigations are showing 
that nervous and mental symptoms ‘fre- 


quently occur (and are being more frequently 


recognized) in the absence of any of the other 
classical signs and symptoms of pellagra. 

These symptoms — delirium, hallucinations, ex- Basic Formula Squibb Vitamin Tab- 
citements — “not uncommonly follow either sur- lets lend themselves admirably to 


gical operations or labour, but are also seen after the kind of preventive vitamin ther- 
i any debilitating illness . . . The response to nico- apy here discussed. They contain 
linke acid is very rapid.”? truly therapeutic doses of the four ' 


: critical water-soluble vitamins —for 
As an adjunct to proper psychiatric measures, 
restoring tissue levels promptly. 
the administration of the appropriate vitamins 


4 markedly improves these cases if they have not ae: 

progressed to the point of irreversible damage ——_....... rm 

to the nervous system. Preventive therapy is 


dearly indicated. 


Bottles of 30, 100 and 250 


1. Nutrition Reviews 4:56 (Feb.) 1946 © 2. Medlicott, R. W.: New Zealand M. J. 44:28 (Feb.) 1945 


SQUI BB For further information, write to Squibb Professional 


Service Dept., 745 Fifth Avenue, New York 22, N. Y. 


MANUFACTURING CHEMISTS TO THE MEDICAL PROFESSION SINCE 1858 
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URINE-SUGAR TESTING 


No. 2106 Clinitest 
Plastic Set contains 
necessary apparatus 
and 36 tablets for de- 
termining sugar in 
urine. 


Simple—Speedy— 


Clinitest is a copper reduction test with 
reagents compressed in a single tablet. Heat 
is generated by the reaction of the tablet 
dropped in a fixed amount of diluted specimen. 


au ES COMPANY, INC. 


ELKHART, INDIANA 


34 July 1947 
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Bottles of 6 and 12fl. oz. 

Dose: 2 tablespoonfuls 

in water, then 1 table- 

spoonful after each bowel 
Movement, 
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Regardless of the cause, diarrhea is best controlled by Kaomagma. 


KaoMAGMA 


e consolidates fluid stools 

e facilitates the removal of bacteria and their toxins 

@ prevents mechanical or toxic irritation of the mucosa 
Kaomagma, an emulsion of colloidal kaolin in alumina gel, is a 
far more efficient adsorbent than bismuth preparations. And un- 


like opium derivatives, Kaomagma does not interfere with 
normal propulsive peristalsis. 


controls diarrhea 


WYETH INCORPORATED Philadelphia 3, Pa. 
® 


@Trade Mark Reg. U, S. Pat. Off. 
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when urimary stasis 
invites infection 


In patients over fifty, a common urologic 
complaint is that of frequent and painful 
urination, with some degree of pyuria, 
usually without fever or systemic effect— 
the syndrome of mild cystitis. 

To combat the infection and to prevent 
its recurrence, which is frequent when 
urinary stasis is present, physicians find 
that Uro-Phosphate provides methena- 
mine therapy at its best. You will find 
Uro-Phosphate reliable, safe and effective 
—both for treatment and for continued 
prophylaxis. Uro-Phosphate is not only 
effective in cystitis, but also in pyelitis, 
in non-gonorrheal prostatitis, and in pre- 
venting infection from instrumentation. 


Each tablet contains Methenamine, 7'2 gr. 
and Acid Sodium Phosphate, 10 gr. 
SUPPLIED IN AIRTIGHT, SEALED BOTTLES OF 100 TABLETS 


RICHMOND, viRGINIA 


36 July 1997 
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THERAPEUTIC AGENTS 


Both for emergencies and for use over prolonged 

periods, the internist has need for therapeutic agents 

upon the potency, standardization, and reliability of 

which: he can depend. Lederle offers the following products 

backed by the prestige of a great and growing organization 
dedicated to the production of the best . . . 


*AMINOPHYLLINE AMPULS Lederle 
*AMINOPHYLLINE TABLETS Lederle 
AMINOPHYLLINE 1% grains with PHENOBARBITAL 
...&% grain TABLETS Lederle 
*DIGITALIS TABLETS Lederle 
*EPINEPHRINE HYDROCHLORIDE INJECTION Lederle 
HEPARIN Lederle 
MANNITOL HEXANITRATE TABLETS Lederle 
MANNITOL HEXANITRATE with PHENOBARBITAL 
... TABLETS Lederle 
PHENOBARBITAL TABLETS Lederle 
THIAMINE HYDROCHLORIDE (Vitamin B,) Lederle 
*Accepted by the Council on Pharmacy and Chemistry of the 
American Medical Association. 
LEDERLE LABORATORIES DIVISION 


AMERICAN CYANAMID COMPANY, 30 ROCKEFELLER PLAZA, NEW YORK 20, N.Y. 


USTEN to the lotest developments in research and clinical medicine dis- 

cussed by eminent members of the medical profession in the Lederle 

radio series, “The Doctors Tolk it Over,” broodcast coast-to- 

coast every Monday evening over the American Broadcasting 
Company network and affiliated stations. 
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Menopausal 
Relief... 

Plus 

A General 
Sense of 
Well-Being 


There is usually a “plus” in the treatment of the menopause when “Premarin” 
is employed. The “plus” is the gratifying “sense of well-being” so many 
women experience following orally active “Premarin” therapy. It is the 
intangible factor which, added to relief of distressing symptoms, enables the 
middle-aged woman to resume her normal routine of useful and enjoy- 
able occupations. 

To permit flexibility of dosage and enable the physician to adapt oral 
estrogenic therapy to the particular needs of the patient, “Premarin” is 
supplied in three potencies: 

Tablets of 1.25mg. . . . « bottles of 20, 100 and 1000. 
Tablets of 0.625mg. . . . + « « bottles of 100 and 1000. 
Liquid, containing 0.625 mg. in each 4 cc. (1 teaspoonful) —bottles of 120 cc. 


While sodium estrone sulfate is the principal estrogen in “Premarin,” other 
equine estrogens . . . estradiok equilin, equilenin, hippulin . . . are also present 

as water soluble sulfates. The water solubility of conjugated estrogens lequine) 

permits rapid absorption from the gastrointestinal tract. 


CONJUGATED ESTROGENS 
(equine) 


AYERST, McKENNA & HARRISON Limited 
22 EAST 40th STREET, NEW YORK 16, N. t, 
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USEFUL PRODUCTS 
FOR BUSY PHYSICIANS 
PENICILLIN 
VAGINAL SUPPOSITORIES 
Schenley 
containing 100,000 units of penicillin each... provide a new, convenient, 
painless method of applying the drug directly at the site of infection. In re- 
sistant cases 2 suppositories per application may 
be used. Supplied in boxes of 6 and 12. 
e PENICILLIN IN OIL AND WAX 
in” Schenley (Romansky Formula) 
ny 
the in B-D* Disposable and Metal Cartridge Syringes. Cartridges contain 
the 300,000 units of penicillin. Also available in 10-cc. vials, each cc. contain- ; 
ing 300,000 units, suitable for use with the standard 
oi glass syringe. No refrigeration is required...easier 
ig to use in and out of the office. : 


Sehenley LABORATORIES, INC. 


© Schenley Laboratories, nc. EXECUTIVE OFFICES: 350 FIFTH AVENUE » NEW YORK 1, N.Y. 


*Trode Mork Reg., Becton-Dickinson, Inc. 
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Many symptoms of Arthritis are so 
confusing that they make the 
Physician's diagnosis extremely difficult. 
One compensation is that when the 
there is available Ertron—Steroid 
Complex, Whittier... more widely 


Ertron is safe. 


ERTRON 


Steroid Complex, Whittier 
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MANDELAMINE 


Methenamine Mandelate. 


iS AN ESPECIALLY EFFECTIVE 
URINARY ANTISEPTIC 


Safety, ease of administration, and char- 
acteristically prompt action combine to 
make Mandel: an especially efficient 
agent in the treatment of eninacy infec- 
tions in children and in elderly patients. 

Freedom from drug toxicity is an important 
consideration to the busy physician who is 
unable to maintain patients under close medi- 
cal supervision. Mandelamine may be con- 
fidently prescribed in therapeutic dosage 
virtually without consideration of toxic effects. 


NEPERA CHEMICAL CO. INC. 


Manulacturing Chemists 


Street. 


Uncomplicated oral administration of Man- 
delamine requires no supplementary acidifi- 
cation, restriction of fluid intake, dietary 
control, or other special measures. Only in 
those infections due to urea-splitting organ- 
isms, may accessory acidification be necessary. 
Early control of common urinary infections 
is the characteristic response to Mandelamine 
therapy. Disturbing urinary symptoms are 
usually alleviated rapidly and, in the absence 
of obstruction, the urine is promptly cleared of 
organisms in a high percentage of cases. 


in 
enteric of 0.25 
Gm. (3% grains) each, in pack- 
ages of 120 tablets sanitaped, 
and in bottlesof 500 and 1000. 


Yonkers 2, New York 


July 194 
Venkere 2, New York 
Please send me literature, and a 
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liver impairment... 


Improved diagnostic procedures and interpretations 
now make it possible to detect liver impairment in 
its incipient “subclinical” stages. (Mateer, J.G. et al: 
J.A.M.A., 133:909, Mar. 29, 1947). 


In those cases displaying interference with fat 
metabolism, particularly chronic alcoholism, dietary 
deficiencies and toxic hepatitis, the “lipotropic fac- 
tor”—choline—is indicated. 


For ease of administration, the patient will appre- 
ciate your selection of the palatable— 


syrup choline dihydrogen citrate (FLINT) 


Supplied in one pint (16 fluid-ounce) bottles and gallons. 
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ALL THE 


Vil RIULE OF DIGITALIS LEAF 


BUT NONE OF ITS DROSS 


Digitaline Nativelle, the original digitoxin, provides all the 
therapeutic virtue of the whole leaf of Digitalis purpurea, yet 
it is thoroughly free from the inert impurities and dross which 
the leaf contains in its crude form. This high degree of puri- 
fication makes possible rapid digitalization by the oral route 
with virtual freedom from locally induced nausea and vomit- 
ing. Absorption from the gastrointestinal tract is prompt 
and complete. Hence the dosage and speed of action are 
identical by the oral route and on intravenous administration. 


Initial digitalization is achieved in 6 to 10 hours by the 
oral administration of 1.2 mg. of Digitaline Nativelle, given 
as a single dose or in two equal quantities of 0.6 mg. at an 
interval of 3 hours. Maintenance thereafter is easily effected 
by a dosage of 0.1 mg. to 0.2 mg. daily, depending upon the 
extent of the patient’s activity and individual responsiveness 


to the drug. 
Digitaline Nativelle is indicated whenever the action of 
of the brochure “ Manage- digitalis is called for—congestive heart failure, auricular 
of fibrillation, auricular flutter. To make certain that your 
+f Digitaline Nativelle sufi. patient will receive the original digitoxin, kindly specify 
cient to digitalize one patient. Digitaline Nativelle on your prescriptions. 


DIGITALINE NATIVELLE S 


HOW SUPPLIED 
Digitaline Nativelle is available 
through all pharmacies in 0.1 mg. 
tablets (pink) and 0.2 mg. tablets 
(white) in bottles of 40 and 250, 


VARICK PHARMACAL COMPANY, INC. and in ampules of 0.2 mg. (1 cc.) 


Divisi and 0.4 mg. (2 cc.) in packages of 
a of E. Fougera & Coy inc. 6 ampules and 50 ampules. 


75 Varick Street, New York 13, N.Y. 
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Supplied in one cc. car- 
tridges of 300,000 units, 
with or without special 
syringe equipment, and in 
10 cc. rubber-stoppered 
vials. Needs no refrigera- 
tion in storage or warm- 
ing before use. 


BRISTOL Penicillin’in Oil and Wax is now 


LIQUID 


Bristol 
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. . . for easier administration 


Now you can inject Bristol’s Crystalline Sodium 
Penicillin G in Oil and Wax (Romansky Formula) 
with far greater ease than in the past. Due entirely 


to changes in the manufacturing process and with- 
out any alteration in formula, the viscosity of the 
product at room temperature has been brought to 
a point which approximates that of U.S.P. glycerin. 
Clinical studies meanwhile indicate no change in the 
ability of the product to maintain adequate levels 
of penicillin in the blood for about 24 hours. 


This is a significant development in penicillin 
therapy. Specify Bristol and obtain the benefits of 
LIQUID Romansky Formula. 


LABORATORIES INC., SYRACUSE, NEW YORK 
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WHENEVER NUTRIENT INTAKE 
MUST BE AUGMENTED 


The occasion frequently arises when 
the intake of all essential nutrients 
must be increased, as in general under- 
nutrition, following recovery from in- 
fectious diseases and surgical trauma, 
and during periods of anorexia when 
food consumption is curtailed. 

In the general management of these 
conditions, the dietary supplement 
made by mixing Ovaltine with milk 
can find wide applicability. Delicious 
in taste, it is enjoyed by all patients, 
young and old. Its low curd tension 


and easy digestibility impose no added 
gastrointestinal burden on the patient. 
This nutritious food drink supplies all 
the nutrients considered essential for 
a dietary supplement: biologically ade- 
quate protein, readily utilized carbo- 
hydrate, easily emulsified fat, B-com- 
plex and other vitamins including 
ascorbic acid, and essential minerals. 
The recommended three glassfuls daily 
virtually assures normal nutrient intake 
when taken in conjunction with even 
a fair or average diet. 


THE WANDER COMPANY, 360 N. MICHIGAN AVE., CHICAGO 1, ILL. 


*Based on average reported values for milk. 


Three servings daily of Ovaltine, each made of 
Ya 02. of Ovaltine and 8 oz. of whole milk,* provide: 


669 VITAMIN 3000 1.U. 
1 Gm. VITAMIN Bi.........--+++ 1.16 mg. 
5 Gm. RIBOFLAVIN.............- 2.00 
8Gm. j= NIACIN... 


July 199 


‘ 
‘ 
CARBOHYDRATE. ......... 64 
CALCIUM................. 1.12 Gm. VITAMIN C............... 30.0 mg. 
PHOSPHORUS............. 0.94 Gm. VITAMIN 417 1.U. 
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itself beneficial in treatment of 


aS 


_ TICK FEVER 


Here’s One Case History — 
Complete Data on Request 


One of the discouraging aspects of Tick Fever 
in the past has been the lack of specific thera- 

utic agents to combat this disease, once it 
Pad manifested itself in the human body. 


Recently, however, the actual treatment of a 
case of Rocky Mountain Spotted Fever (Tick 
Fever) with PABA* was presented as a first 
clinical report to the Journal of the American 
Medical Association by Drs. Rose, Duane and 
Fischel. A portion of the case history follows: 


R. B., a white American woman aged 46 was 
admitted to the Presbyterian Hospital on the 
Sth of August, 1945, with a diagnosis of 
Rocky Mountain Spotted Fever. Thirty-six 
hours after admission therapy was started with 
para-aminobenzoic acid, (PABA*), 4 gm. 


initially and then 2 gm. in 25 cc. of chilled 
5% sodium bicarbonate every 2 hours, and the 
following day 25 gm. total was given. Follow- 
ing the first 24 hours of therapy with para- 
aminobenzoic acid (PABA*) clinical improve- 
ment was evident and continuous, with a 
rapid decline of fever and alleviation of head- 
ache, drowsiness and irritability. Her rash 
quickly subsided and was almost gone at the 
end of the first week. 


On the whole the drug was well tolerated and 
produced no toxic effects other than perhaps a 
moderate depression of leukocytes noted dur- 
ing convalescence. 


Ten days after entering the hospital the pa- 
tient was entirely asymptomatic, and her sub- 
sequent course was uneventful. She was 
discharged three weeks after admission. 


*PABA :IVC’s brand for hi purified, medicinal 


INTERNATIONAL VITAMIN CORPORATION 


Division 
American Home Products Corporation 
22 E. 40th Street, New York 16, New York 
Chicago Los Angeles 


World’s Largest Manufacturer of 
Vitamin Products Exclusively 


MAIL COUPON FOR FULL DETALS 
International Vitamin i 
Dept. 22 E. 40th 
New York 16, N. Y. 
Please send me, without obligation, your detailed 
bulletin on the use of PABA in the treatment of 
Tick and Typhus Fevers. 
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aio, The value of local therapy in chronic skin 


ulceration lies in speeding up the healing process and there- 
by shortening the period of disability, and in procuring an 
end-result which is as nearly normal and free from dis- 
figuration as possible. 


To these ends Morruguent and Morumide Ointments 
lend themselves admirably ...The active ingredient of 
Morruguent is cod liver oil concentrate (with a 25% greater 
content of the unsaponifiable fraction than that contained 
in cod liver oil U.S.P.). In Morumide, sulfanilamide (10%) 
has been incorporated, in addition, for its bactericidal 
action. 


Cod liver oil lowers the vitality of pyogenic organisms; 
sulfanilamide is an active bactericide ...These prepara- 
tions prevent or retard infection on an ulcerated surface, 
reduce systemic absorption of toxic metabolites, hasten 
granulation and epithelization, and make for a pliable, 
elastic epithelial surface ... Healing takes place with a 
minimum of surface disfiguration. 


Burns, Infected Morruguent and Morumide Ointments are indicated for 
topical treatment in chronic indolent ulcers, burns (of any 
degree), suppurating wounds, non- 
Non-healing healing amputation stumps, and 

similar lesions of the skin. 


THE $. E. MASSENGILL COMPANY ~ 
Bristol, Tenn.-Va. 
NEW YORK « SAN FRANCISCO « KANSAS CITY 


Indolent ulcers, 


Surface wounds, 


Lesions 
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VITAMIN FOOD COMPANY 


DRIED BREWERS YEAST AND WHOLE MILK 


The important discovery of the nutritional value of Whole 
Milk and Dried Brewers Yeast, with its wide need in child 
and adult nutrition, brought a distinct vitamin and other food 
| aid to physicians. 


GRA. 


SHOPRIED WHOLE MILK 
CONTAINING $ 
RED LABEL 


OEBITTERED 


HEMO6LOBIN % QRIEO WHOLE 
320 MILK WITH 


RIBOFLAVIN 
~4O 2OMCE. 
QAILY 


DRIED WHOLE MILK 


ALONE 
HEMOGLOBIN 
AV. 
y WEEKS 


4 


A teaspoon (5 grams) is 
more than 5% of solids in a 
pint of whole milk. 

Daily indicated are % tea- 
spoon in bottle formula, % 
teaspoon children to 12 years; 
adults 1 teaspoon, or as pre- 


HEMQGLOBIN 
mS 


42 
WEEKS 


seri 
Use in water, milk, soup, 
cereals. 


Whole milk and these 
additions do not supple- 
ment each other. 


Vitamin Food Company supplies Red Label, Debittered; Green 
Label, Undebittered, Dried Brewers Yeast. The Green Label is 
more largely used in ’pellagra; minimum 2 teaspoons 8 times daily. 


Samples to physicians and hospitals 


VITAMIN FOOD COMPANY, INC. 
Vitamin Research Laboratories, Inc. ies 


187 Sylvan Avenue Newark 4, N. J. " 
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THE SEASON OF SPRAINS AND STRAINS 


Wir the increased activity of 
Spring, the physician is called upon 
to treat many sprains and contusions 
—sometimes minor conditions, but 


often painful and disabling. 


NUMOTIZINE 


—so efficacious throughout the winter 
months in respiratory and inflamma- 
tory ailments—is equally valuable in 


relieving the pain,soreness and swelling 


of unaccustomed activity or of injury. 

By increasing the local circulation 
and encouraging osmosis, Numotizine 
actually aids in the reparative proc- 
ess. When applied early and liber- 
ally in athletic and industrial in- 
juries, Numotizine is of prophylactic 
value in preventing swelling and dis- 
coloration. 

The effect of Numotizine is so pro- 
longed that one application lasts all 
night. 

Supplied in 4,8, 15 and 30 ounce jars. 


NUMOTIZINE, Inc., 900 North Franklin 


FORMULA: 
2.60 
Beechwood Creosote... .. 13.02 
Methyl Salicylate ........ 2.60 
Sol. Formaldehyde........ 2.60 


C. P. Glycerine and Aluminum 
Silicate q. s. 1000 parts 


Vol. 40 No. 7 SOUTHERN MEDICAL JOURNAL 


VI-SYNERAL 
VITAMIN DROPS 


Now providing natural vitamin D from 
rich fish liver sources, and increased po- 
tencies of vitamins A and C... with pyri- 
doxine and pantothenic acid added... 
Vi-Syneral Vitamin Drops is unexcelled as 
a multivitamin supplement for the infant's 
diet. NO INCREASE IN PRICE. 


more than vitamins A and D alone 
Each 0.6 cc. provides: 


5000 U.S. P. Units 
1000 U.S. P. Units 


*Natural vitamins A and D 
CONTAINS NO ALCOHOL 


In 15 cc. and 45 cc. packages 
with dosage marked dropper. 


U. S. VITAMIN CORPORATION 


250 East 43rd Street © New York 17, N. Y. 


NATURAL V | 
: 
smPROVED Acid (C 
ULA Ascorbic Acid (©) SO mg. 
FORM 
; : 
. 
Write for sampls d 
A 
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STUART CIRCLE HOSPITAL 


413-21 Stuart Circle 


RICHMOND 


Medicine: 
ALEXANDER G. oem, M.D. 
MANFRED CALL, III, 
M. MORRIS PINCKNEY, MD. 
ALEXANDER G. BROWN, III, M.D. 
JOHN D. CALL, M.D. 


Obstetrics and Gynecology: 
WM. DURWOOD SUGGS, M.D. 
SPOTSWOOD ROBINS, M.D. 


Ophthalmology, Otolaryngology: 


W. L. MASON, M.D. 


Pediatrics: 
ALGIE S. HURT, M.D. 
CHARLES PRESTON MANGUM, M.D. 


Pathology: 
REGENA BECK, M.D. 


Bacteriology: 
FORREST SPINDLE 
Director: 


20, VIRGINIA 


gery: 
CHARLES R. ROBINS, M.D. 

STUART N. MICHAUX, M.D. 

A. STEPHENS GRAHAM, M.D. 
CHARLES R. ROBINS, JR., M.D. 
CARRINGTON WILLIAMS, M.D. 
RICHARD A. MICHAUX, M.D. 


Urological Surgery: 
FRANK POLE, M.D. 
MARSHALL P. GORDON, JR., M.D. 


Oral Surgery: 
GUY R. HARRISON, D.D.S. 


Roentgenology and Radiology: 
HUNTER B. ERISCHKORN, JR., M.D. 
RANDAL A. BOYER, M.D. 


Physiotherapy: 
MOZELLE SILAS, R.N., R.P.T.T. 


MABEL E. MONTGOMERY, R.N., M.A. 


CITY VIEW SANITARIUM 


For MENTAL and NERVOUS DISEASES 
and ADDICTIONS 


Established in 1907 


AN ENTIRELY NEW PLANT ERECTED IN 1922 


Separate buildings for men and women, ideally arranged and equipped with every facility for the 


comfort, care, and treatment of the class of patients received. 


It is upon the character of service rendered, rather than upon physical facilities that the reputa- 
tion of such an institution must rest, and to give every patient the maximum of individual atten- 
tion and unremitting care at all times is the basic principle of our work. An efficient organiza 
tion exists in all departments. There is maintained an abundantly sufficient staff of capable nurses, 
divided into day and night shifts, assuring to every patient constant service through each of the 


twenty-four hours of the day. At midnight this service is as real as at midday. 


Situated in the midst of a fifty-acre tract and surrounded by a large grove and attractive lawns. 


JOHN W. STEVENS, M.D. 
Founder 
NASHVILLE 


R. F. D. No. 1 


WILL CAMP, MD. 
Medical Director 


TENNESSEE 


Reference: The Medical Profession of Nashville 
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HILL CREST SANITARIUM 


FOR NERVOUS AND MENTAL DISEASES AND ADDICTIONS 


Insulin and Electro-Shock Therapy used in Selected Cases. Gradual Reduction Method used 
im the Treatment of Addictions 
Established im 1925 


in archi and construction. Eight d ~affordi classification of patients. 
naa 1 floor. Also « 


A 


Thoroughly 


All outside rooms, f 


bathrooms and rooms "with private th on each 
cious sun parlor in each department. Located on the crest of Higdon Hill, 1050 feet above sea level, “overlooking 


city, se surrounded by an expanse of beautiful woodland. Ample provision made fer diversion helpful 
p night and day nursing service maintained. 
James A. mid M.D., Physician-in-charge James Keene Ward, M.D., Associate Physician 
P. O. Box 2896, Woodlawn Station, Birmingham 6, Ala. Phones 9-1151 and 9-1152 


EsTABLISHED 1911 
RICHMOND, VIRGINIA 


For the Treatment of NERVOUS and MENTAL DIS 
ORDERS and Addictions to ALCOHOL and DRUGS 
THE STAFF: JAS. K. HALL, Dept.for Men PAUL V. ANDERSON, Dept. for Women 


©) ASSOCIATES: Ernest H. Alderman, M.D, R. 


Westbrook Sanatorium 
| estDroo 
i 
» 
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The 
Cincinnati Sanitarium 
Inc. 1873 
For Mental and Nervous Diseases 


A strictly modern hospital fully 
ipped for the scientific treatment 
f nervous and mental affections. 


OTT OTTE, Business Manager 
Box No. 4, College Hill D. A. Johnston, M.D. 
CINCINNATI, OHTO Medical Director 


: Situation retired and accessible. For 
Charles Kiely, M.D. 
66 
REST COTTAGE’’ College Hill, Cincinnati, Ohio 
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For Patients With 
Alcoholic Problems 


—The Farm 


A non- institutional arrangement in 
Howard County, Maryland, for the 
individual psychological rehabilitation 
of a limited number of selected vol- 
untary patients with ALCOHOL prob- 
lems — both male and female — un- 
der the psychiatric direction of 


Robert V. Seliger, M.D. 
CITY OFFICE: 
2030 Park Avenue, Baltimore, Md. 


TUCKER HOSPITAL, INC. 


212 West Franklin St. (Corner of Madison) 
RICHMOND, VIRGINIA 


This is a private Hospital for the Neuro- 
logical Practice of Drs. Beverley R. Tucker, 
Howard R. Masters and James Asa Shield. 


The Tucker Hospital is for the treatment 
of nervous and endocrine diseases. There 
are departments of massage, medicinal exer- 
cises, hydrotherapy and physiotherapy. The 
Hospital is large and bright, surrounded 
by a lawn and shady walks, large verandas 
and has a roof garden. It is situated in 
the best part of Richmond and is thorough- 
ly and modernly equipped. The nurses are 
specially trained in the care of nervous 


BRAWNER’S SANITARIUM 


Established 1910 


SMYRNA, GEORGIA 
(Suburb of Atlanta) 


@ For Nervous and Mental Disorders 
Drug and Alcohol Addictions 


JAMES N. BRAWNER, M.D. 

Medical Director 
ALBERT F. BRAWNER, M.D. 

Department for Men 
JAMES N. BRAWNER, JR., M.D. 


t for Women 


HOYE’S SANITARIUM 


“In the Mountains of Meridian” 


MERIDIAN, MISS. 


Diagnosis and of mild nervous 
and mental diseases and alcoholics. Narcotic 
cases admitted under no circumstances. Shock 
Therapy (Insulin, Metrazol, Electro-Shock). 
Other approved treatments. Patients too 
violent, noisy and untidy not accepted. Con- 
sulting physicians. 


Dr. M. J. L. Hoye, Supt. 


Fellow of the American Psychiatric Association 


) 
ptely 
i fer Departmen 
meet 
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with MERCUROCHROME 


(H. W. & D. Brand of merbromin, dibrom-oxymercuri-fluorescein-sodium) 


Extensive use of the Surgical 
Solution of Mercurochrome has demon- 
strated its value in preoperative skin 
disinfection. Among the many advan- 
tages of this solution are: 

Solvents which permit the anti- 
septic to reach bacteria protected by 
fatty secretions or epithelial debris. 

Clear definition of treated areas. 
Rapid drying. 

Ease and economy of preparing 
stock solutions. 

Solutions keep indefinitely. 

The Surgical Solution may be 
prepared in the hospital or purchased 
ready to use. 

Mercurochrome is also supplied 
in Aqueous Solution, Powder 
and Tablets. 


HYNSON, WESTCOTT & DUNNING, INC. 
Baltimore 1, Maryland 
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BRONCHOGRAPHY* 


By J. M. DELL, Jr., M.D. 
Gainesville, Florida 


The purpose of this paper is to present a 
technic of bronchography and to discuss its 
applications. 

The first consideration is the proper selection 
of cases. All cases should have preliminary 
fluoroscopic and film studies of the chest. Pa- 
tients with an acute illness should be postponed 
until three weeks after the acute phase has 
subsided. Any exudative lesion, tuberculous 
or non-tuberculous! an attack of asthma 
or a recent hemorrhage are contraindications. 
Murphy? advises waiting three weeks. after the 
cessation of bleeding. Patients with myocardial 
weakness or pulmonary fibrosis and emphysema, 
may react with an alarming amount of dyspnea. 
There are other conditions which would obvious- 
ly contraindicate bronchography. Patients with 
known sensitivity to local anesthetics should 
have proper precautions taken, namely an in- 
crease in the amount of preliminary sedation. 
Very few patients react to “pontocaine.” 
Thorough sputum studies should be made in the 
appropriate cases before bronchography. 


Completely to map both lungs in bron- 
chography is difficult in one sitting, and time- 
consuming when performed in two sittings. In 
several reported series’ 4527 isolated upper lobe 
bronchiectasis was reported six times. Informa- 
tion as to whether there were changes in these 
lobes in the plain film was not given. In two 
cases of mine there was isolated upper lobe bron- 
chiectasis, but both of these had quite definite 
findings on the plain film. Dorman® reported 


Section on Radiology, Southern Medical Association, 


nnual Meeting, Miami, Florida, November 4-7, 1946. 


one case of tuberculous bronchiectasis in an 
upper lobe without evidence on the plain film. 
He leaves the impression that this may: be a 
more frequent occurrence in the future. From 
these facts it seems reasonable to say that for 
practical purposes a bronchogram of both lowers, 
the right middle and the lingula of the left 
upper is sufficient to establish or eliminate the 
diagnosis of bronchiectasis in the case with nega- 
tive findings in the upper lobes on the plain 
film, and a sputum negative for tuberculous 
organisms. This statement is not intended to 
conflict with the policy of complete mapping of 
all lobes preliminary to surgery. From the 
studies of Dorman® it appears that a complete 
bronchogram of all lobes will be necessary in 
patients with negative plain films and sputums 
Positive for tubercle bacilli, Our policy at 
present is to try to obtain all the information 
possible before bronchography, and to plan 
the number and location of the lobes to be filled 
accordingly. Postural drainage several times 
in the 24 hours preceding bronchography is 
highly desirable. 


A technic found useful is as follows: 

(1) Reassurance of the patient. Warning the 
patient of a desire to cough, and measures to 
control this such as “panting like a dog.” 


(2) Preliminary medication consists of: 1 to 
2 one and one-half grain capsules of “nembutal” 
by mouth and one-half grain of codeine with 
1/100 grain of atropine by hypodermic 30 min- 
utes before the start of anesthesia. The dose 
varies with the size, age and temperament of the 
individual. 


(3) The anesthetic agent used is “pontocaine” 
2 per cent. With the tongue depressed the 
tonsillar pillars and posterior pharynx are 
sprayed using a regular atomizer. The patient 
should be instructed not to swallow the “pon- 
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tocaine.” The atomizer should give a fairly fine 
spray and uniform distribution. The nostril 
through which the patient breathes best is se- 
lected by testing or by information from the 
patient. This nostril is sprayed twice. After the 
first spray a second is given the pharynx with 
the patient breathing deeply. This may cause 
some coughing. Three and six minutes later 
the spray is repeated. A 10 c. c. syringe with 
laryngeal cannula attached is filled with 6 c. c. 
of 2 per cent “pontocaine.”” Two c. c. is squirted 
on the vocal cords during inspiration. This 
causes the patient to cough, of which he is fore- 
warned. This is repeated. The last 2 c. c. is 
allowed to trickle down into the trachea. After 
about 5 minutes the average patient is well an- 
esthetized. A 14 F. soft rubber urethral cath- 
eter is inserted through the selected nasal 
passage. The tongue is protruded by the pa- 
tient, grasped with gauze and pulled forward 
and downward firmly on the teeth. This effec- 
tively prevents swallowing. With the head tilted 
back the catheter is pushed fairly rapidly 
through the larynx and into the trachea. In the 
majority of cases no difficulty is encountered. 
The position is now checked by fluoroscopy. At 
times the catheter hangs in a piriform sinus, the 
valleculae, or passes into the esophagus. Under 
fluoroscopic guidance the catheter is withdrawn 
a short distance and reinserted. At times the 
patient is asked to say the letters “a” or ‘“e” 
or to cough lightly, and during this act of pho- 
nating or coughing the catheter is passed through 
the larynx and into the trachea. The use of a 
wire stylet as advocated by Orley,* Adams and 
Davenport’ can be appreciated, but has not been 
necessary so far. In 400 cases in the Army and 
75 private cases, only one case required the 
insertion of the catheter under vision with a 
laryngeal forcep. 

When the catheter sticks in a piriform sinus 
partial withdrawal and reinsertion with slight 
rotation of the catheter and tilting the head 
to that side have been sufficient. Place pa- 


tient in anterior posterior position in order 
to tell when the catheter is in the midline. 
At times there is a mild laryngeal spasm after 
passage of the catheter, but with reassurance 
this relaxes. Two to 4 c. c. of “pontocaine” is 
now instilled, through the catheter, into the 
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trachea. The catheter is passed down th 
trachea to a point about 2 inches above the 
carina. For the average case of bronchiectasis 
the catheter remains in this position. The pa- 
tient sits on a stool during the entire procedure 
The following positions are employed: first, the 
patient leans forward and to the right. Foy 
c. c. of iodized oil are injected. It usually re 
quires about 2 c. c. to fill the catheter. This 
position fills the right middle lobe. Next the 
patient sits upright and leans to the right for 
filling of the basal division of the right lower, 
Then he leans back with support to a position 
about 20 degrees from the horizontal still turned 
to the right. This fills the superior division of 
the right lower. The next position is horizontal 
and turned to the left filling the superior division 
of the left lower, next an upright position lean- 
ing to the left filling the basal division of the 
left lower, then leaning forward and to the left 
to fill the lingula. Two c. c. is injected in each 
position and the position maintained for 40 to 
60 seconds. The patient is now fluoroscoped. 
Usually there is complete filling. In cases which 
have areas unfilled these areas are filled under 
fluoroscopic control either with the catheter in 
the trachea or in the bronchus. It is usually 
easy to slip the catheter into the right or left 
bronchus by having the patient turn his head 
markedly to the opposite side. Rotation of the 
catheter also helps. Right and left oblique films 
are taken in the postero-anterior projection after 
injection. The upper lobes may be filled now 
if desired. I have never been very successful 
with upper lobe filling unless the catheter was 
in the main bronchus, on the side to be filled. 
For the reasons mentioned previously the pro- 
cedure ends without filling the upper lobes in 
the average case of bronchiectasis. 

If it is desirable to attempt to rule out 4 
lesion in bronchus such as carcinoma, then a 
selective bronchogram under fluoroscopic guid- 
ance is done. If there are changes on the plain 
film only this side is filled. The bronchoscopist 
usually rules out lesions in the trachea and main 
bronchi and, most of the time the lower and 
middle lobe bronchi as well. Our chief interest 
then lies in the upper lobe bronchi. The catheter 
is placed in the left or right main bronchus, but 
not beyond the upper lobe bronchus. It & 
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fairly easy to slip the catheter beyond this 
orifice into a lower lobe bronchus. It may be 
desirable to inject 1 or 2 c. c. of “pontocaine” 
into the main bronchus with the patient in 
position for filling of this bronchus. With the 


Figs. 1 and 2 


Left and right obliques showing the ease with which the 
individual lobes are identified. 


Fig. 3 


Multiple cysts with infection plus bronchiectasis of right 
lower lobe. 


Fig. 4 


Isolated group of cysts in the anterior inferior segment 
of the right upper lobe. This patient has a chronic 
respiratory infection with infiltration in the right 
upper lobe. Cyst-like areas were visualized on the plain 
film. Repeated sputum examinations were negative for 
tubercle bacilli. Bronchogram revealed cysts with normal 
bronchi leading to these areas. Normal bronchi with 
negative sputum and the absence of any other pulmonary 
disease favored the diagnosis of simp'e cysts with infec- 
tion, non-tuberculous. Dormer® feels that the early lesion 
in tuberculosis is nearly always a bronchiectasis or a 
dilated bronchus terminating in a cavity. 
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iodized oil is injected. The main bronchus 5 
usually well visualized at this time. The superigg 
division of the lower lobe is often filled in this 
position unless the catheter is beyond it on the 


patient supine in the Trendelenburg position 
and tilted to the side in question, about 4 c. c. of 


Fig. 5 
Partial atelectasis of left lower lobe with crowding together 
of bronchi and secondary bronchiectasis. This followed 
attack of pneumonia ten years before present bronchogram. 
Should every case of pneumonia be followed until all 
symptoms have ceased? All evidence tends to say yes. 


Fig. 6 
Complete atelectasis of the right middle lobe. Bronchos- Fig. 8 
copy and biopsy showed non-specific, non-malignant 


granulations blocking orifice of this bronchus. Advanced bil:teral bronchiectasis in both lowers. 


= 
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hus is left, or the patient not in enough Trendelenburg ticular harm. The patient is then turned in a 
wperior on the right. By proper positioning, filling of lateral position and iodized oil injected. Then 
in this this bronchus can be avoided, but does no par- he is turned prone with slight elevation of the 
on the 


Fig. 11 
Bronchiectasis of the left lung. four years 
ago. Sputum for two months negative for t bacilli 
on repeated examinations. 


Fig. 10 


Advanced bronchiectasis in the right upper. Repeated 

tive Sputums and gastric washings. Bronchiectasis Fig. 12 
fi ed pneumonia one year ago. Bronchoscopy negative Carcinoma of the right upper lobe bronchus. Infiltrations 
plain file or tumor. No stenosis or tumor seen on the are plainly evident in the bronchus to the right upper. 


Operation, pneumonectomy. 
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opposite side and iodized oil injected. The in- 
jection is done under fluoroscopic control and 
the amount injected varies. It is easy for the 
assistant to inject too much and flood the area. 
If the bronchoscopist has not clearly visualized 
the orifices of the other lobes, these are filled. 
Films are made as indicated both during and 
after the injection. It seems logical that, given a 
patient in the cancer age, with an unexplainable 
cough, negative bronchoscopy, and negative plain 
study of the chest, selective bronchography of 
all lobes if necessary will be needed to complete 
our attempt to rule out cancer in this early 
stage of the disease. 


Alexander’s’ indications for operation in 
bronchiectasis are: (1) suitable age, suitable 
general health, adequate cardio-respiratory sys- 
tem and failure to attain a satisfactory stable 
improvement with non-surgical treatment. (2) 
disease limited to one lobe or the right lower 
and middle lobes or the left lower and lingula 
of the left upper or in some cases to all lobes of 
one lung or one lobe of each lung or to two 
lobes of one lung and one lobe of the other. 


Diamond and van Loon’ emphasize the im- 
possibility of separating bronchiectasis from 
chronic tracheobronchitis in children in a high 
percentage of cases without bronchography. They 
quote Edwards” report of a mortality of 
12 per cent in 199 patients but zero in the pa- 
tients under 16 years. Residual lung tissue com- 
pensates for the loss of the excised areas far 
better in growing children than it does in adults.? 
Relatively few persons who have ectasia in 
childhood survive to the age of 40 (Head!°). 
Of 96 patients studied by Perry and King! in 
whom bronchiectasis developed before the age 
of 10, ninety per cent were dead within 40 
years. Kornbloom!? says that over 50 per cent 
develop before the age of 10. 


These findings indicate that bronchography is 
a must in children and young adults, with a 
productive chronic cough, with negative sputum 
and gastric washings. > 


The value of bronchography in the .diagnosis 
of bronchiectasis is well established and needs 
no elaboration. A few etiological factors must 
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be kept in mind. The possibility of a foreign 
body particularly in children is at times jg. 
gotten. The studies of Weens’? and Bigg. 
Acosta?’ showing the pulmonary suppuratign 
secondary to cardiospasm must be remembered, 
In some of these cases the digestive ang 
dysphagic symptoms were very mild and denied 
completely in one case. 

The studies of Dormer,® 15 16 17 Neyhof is 
Murphy’ and Potter,!? emphasize the value 
of bronchography in pulmonary tuberculosis, 
Bronchography in their hands has demonstrated 
the source of positive sputum, in patients with 
negative plain films, to be an area of localized 
bronchiectasis; and the source of negative spu- 
tum, in patients with questionable active tuber. 
culosis, to be a non-tuberculous bronchiectasis, 
Bronchographic findings have also influenced 
their therapy and evaluated the results of 
collapse. 

Tuberculous lower lobe bronchiectasis is not 
frequent without upper lobe tuberculosis, but 
Mitchell and Thornton° report three cases and 
advise thorough studies in an attempt to demon- 
strate the tubercle bacillus in bronchiectasis lim- 
ited to one lobe. They also say that the old 
adage “Bronchiectasis limited to a lower lobe 
is non-tuberculous and bronchiectasis limited to 
an upper is tuberculous,” is a reasonably ac- 
curate rule of thumb. Rilance and Gerstl*! sug- 
gest that in tuberculous bronchiectasis there is 
gross distortion and angulation of the bronchi 
not seen in non-tuberculous bronchiectasis. They 
suspect tuberculosis in a case of bronchiectasis 
with suggestive history, roentgen evidence of an 
apical lesion or bronchoscopic evidence of bron- 
chial stenosis. 


Complications are minimal with proper pre- 
cautions and selection of cases, and have con- 
sisted of: 

(1) Iodism. 

(2) Severe attacks of asthma in two asth- 
matics asymptomatic at the time. 

(3) Reactions to the anesthetic agent. 

(4) Deaths have been reported?® but appear 
to be extremely rare: A resume of the literature 
on the small number of severe reactions is rt 
ported by Mahon.’6 
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DISCUSSION (Abstract) 


Dr. Gerard Raap, Miami, Fla—We are fortunate in 
Miami in that we have available the services of a very 
well-qualified bronchoscopist. He is as at home in the 
tracheal tree as a little boy in the tree in the back yard. 
In other words, if you ask him to place a small amount 
of iodized oil in a certain area in the chest, he puts 
it right there, not too much and not too little. That is 
of extreme value because of the fact that selective bron- 
chography is often necessary. 


Not only bronchography but bronchoscopy, and all 
the additional acquaintance with and freedom in the 
tracheal tree which has developed as a result of bron- 
chography, are of real value. Dr. Dell brought out the 
fact that some cases of infections early in childhood 
result in bronchiectasis. We had a case in which the 
entire lung field appeared consolidated in the original 
films. The Bucky film was made, which showed the 
tracheal tree. The child was subjected to seven bron- 
choscopies with eventual good results. 


Dr. T. H. Lipscomb, Jacksonville, Fla—I would like 
to ask Dr. Dell his technic in very young children. 
What is the youngest child in which he has used this 
procedure ? 


Dr. Farinas spoke cf using other products than iodized 
oil, non-oily solutions such as intravenous kidney dyes. 
If Dr. Dell has used them, under what conditions? 
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Dr. H. C. Francis, Nashville, Tenn —A great deal 
has been said and is known of the reputation and value 
of bronchography with opaque media of different types. 
I would like to put forward a word of warning against 
using bronchography too early in the course of your 
diagnostic procedure. There are many cases in which 
bronchoscopy is done, nothing suspicious has been found, 
and the opaque medium has been injected immediately. 
In many instances, we have then had a great deal of dif- 
ficulty because the medium obscured the lung fields, 
or at least the area which showed the involvement, for a 
long period of time. If there is not bronchiectasis, if 
there is not tumor, if there is nothing you can find 
with the bronchography with the opaque medium, it 
makes it very difficult, in patients with lung disease of 
another type, to try to make any further interpretation 
within the next month at least. 

There was a film that Dr. Dell showed in which he 
had what seemed to be very early change in the 
bronchographs. We had the opportunity during the war 
to see quite a few people from an air station in which a 
bronchography was done following suspicious routine 
chest films. These boys were air cadets who would give 
no history of disease whatever. However, they were 
picked up on physical examination, and mainly by the 
thermometer found to be running low-grade fevers. 
They insisted they were well, had always been well. 
They were so anxious to fly they would give no medical 
history whatever. 


In some of those, as a last resort bronchography was 
done, and in some very early changes were discovered. 
There was a great deal of argument and discussion as 
to whefher they should be called really early stages 
of bronchiectasis or not. In the follow-up of these cases, 
after the boys were grounded, it was discovered that a 
good many of them had had previous episodes of pneu- 
monia and apparently some of these minimal changes 
followed those particular episodes. 

It was interesting in the follow-up of some of them 
that these very early changes did finally, at variable 
periods, clear up completely and give normal bron- 
chographs. 


Dr. Julian A. Rickles, Miami, Fla—As a surgeon, I 
wish to bring up some of the clinical aspects of these 
problems. 

We have adopted a viewpoint now that any child 
whose pneumonia does not properly respond to treat- 
ment should have bronchograms run within about two 
or three weeks subsequent to the acute symptoms. It 
is now being discovered with the common use of 
bronchography that congenital bronchiectasis is not 
so rare as we used to think it was. In fact, congenital 
bronchiectasis is not really an uncommon disease, 
and it is only by doing bronchograms upon children who 
have had repeated attacks of pneumonia, or pneumonias 
that have not responded well to treatment, such as 
the case which Dr. Raap presented, that congenital 
bronchiectasis can be picked up in a relatively early 
stage. 
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With regard to the use of bronchography in pulmonary 
hemorrhage, we have followed a routine a little bit 
different from that which Dr. Dell has given, and in 
patients who have had repeated hemorrhages, or con- 
tinue to bleed slightly, we have not hesitated to do 
bronchograms. Perhaps we have been fortunate that we 
so far have not had any severe difficulties. I believe 
that in cases in which a diagnosis of a chronically 
bleeding case cannot be made, one should not hesitate 
to do bronchoscopic examination and bronchograms. 


Dr. Vincent W. Archer, University, Va—There are 
just one or two points that perhaps ought to be ampli- 
fied. The case that Dr. Raap showed is apparently one 
of the few cases of reversible bronchiectasis. Dr. John 
Caffey has recently brought out in his book on pediatric 
diagnosis, “Pediatric X-Ray Diagnosis,” that reversible 
bronchiectasis does occur. We have had such a case in 
our own clinic, so I think that we must keep that in 
mind, that possibly these changes that take place are 
reversible. I will grant you not in a large percentage of 
cases, but they do occur. 


The second point that should be brought out is the 
increasing responsibility of the radiologist in keeping 
these people, youngsters particularly, under continued 
observation. All of us who are dealing with large num- 
bers of patients who have pneumonia, have patients 
with pneumonia coming in from all of the different 
services, different doctors, and so on; and we must plant 
the idea in the referring physician’s mind that it is 
necessary to follow these children particularly (but it is 
not confined to childhood), until all evidence of disease 
has cleared up. 


We have seen case after case in which, using chemo- 
therapy with the specific antibiotics, the symptomatology 
has disappeared, and yet on the films, particularly in the 
laterals, there are a couple of divisions of the lower lobe 
that are almost completely atelectatic. We are failing 
in our responsibility as radiologists if we do not get it 
across to the referring physician that he must send 
those patients back to us for repeated .examination 
until the pathologic condition has cleared up or it has 
demonstrated that it is not going to clear up and that 
something has to be done about it. 


Dr. Dell (closing) —Several men have asked why 
“Laura H.” was on so many films. I sent these films 
for reproduction to a place in New Jersey and they put 
“Laura H.” on every one of them. I do not know why. 
They are different persons. 


I have had very little experience with young children. 
The youngest was about 7 years old, but I think it ‘is 
worth while to get a copy of the paper of the physician 
who is Dr. Pedro Farinas’ assistant in the Tuberculosis 
Hospital in Havana, in which he gives his technic with 
children. He had a wonderful exhibit at Cincinnati. He 
just holds them and puts a catheter down in the kids, 
up to about 2 years old. I asked him how he knew when 
to stop, when to hold them and when not to hold them. 
He replied, “You have to play with them and get their 


confidence,” and that he really has less trouble wih 
children than with adults. He uses the spray technic 
with “pontocaine” when the child is capable of cooperat. 
ing. If he is not capable, he just holds him and puts it 
down. 


Of course, he does a very rapid study after insertj 
the catheter. He shoots the film directly after injection, 
He floods the area, shoots the film with the child ip 
the lateral position, turns him over and takes his ap. 
terior posterior film right away before he can cough 
it up. 


With reference to the use of preparations other than 
iodized oil, Pedro Farinas was using “diodrast.” He 
used it, I think, primarily because it is rapidly absorbed, 
and as he treated a great number of these cases with 
radiation he did not want the secondary radiation from 
iodized oil. At least that was his explanation some time 
ago. Another explanation was that he could get by 
the block with “diodrast” better than he could with 
iodized oil, as it is less viscous. I do not know that 
there are any other reasons. 


Dr. Francis has certainly been fortunate in being 
able to follow these cases, and I think it would b 
wonderful to be able to see the films that he had made 
that cleared up, published in the literature. 


The too early use is, of course, a matter of individual 
discretion. It is difficult to outline any particular 
principles about it. All we can do in a paper, I think, 
is to generalize. 


I am sorry that I did not make myself clear, Dr. 
Rickles, but I meant to say massive pulmonary hem- 
orrhage. Murphy advised waiting three weeks after 
massive pulmonary hemorrhage. In the cases that are 
spitting a little blood chronically, I do not think that 
is a contraindication. You do not refer to the massive 
hemorrhage, do you? 


Dr. Rickles —No. 


Dr. Dell—Dr. Archer brought up the question of 
getting the children under observation early, which I 
think is very, very pertinent from the reports in the 
literature. Dr. Karl Kornblum, giving a paper back in 
1940, said that people wondered why a radiologist 
should give a paper of this nature on bronchiectasis, and 
yet he said the radiologist is the man who sees the chil- 
dren and their films from the time they are first sick 
on until they come back again. They have followed the 
disease course through. The children have often changed 
pediatricians and not radiologists, and he said that the 
radiologist has a wonderful field in the education of the 
other doctors in the necessity for early diagnosis of 
these children. 


The question of reversible bronchiectasis is interesting. 
I know that some men feel that most reversible 
bronchiectases have been cases that had atelectasis ot 
bronchial stenosis with secondary bronchiectasis and then 
relief of the bronchial stenosis and clearing of the 
atelectasis. 
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BRONCHIECTASIS* 
A NEGLECTED DISEASE 


By A. Ricktes, M.D. 
Miami, Florida 


Bronchiectasis is a dilatation of the bronchi 
or of a bronchus. It is a chronic disease in 
which there are bronchial and _peri-bronchial 
changes with infiltration, destruction and fi- 
brosis.. It is a disease of young persons and 
few with proven bronchiectasis live beyond the 
age of forty. The majority of cases have symp- 
toms before the age of 20. Evans and Galinsky! 
have shown that in a large station hospital 
bronchiectasis is the most common chronic pul- 
monary disease. This is a very important con- 
sideration when we realize that advanced cases 
have been turned down from military service 
on the basis of the original examination and 
xray. About four per cent of children and seven 
per cent of adults entering large clinics have 
bronchiectasis, an astoundingly high incidence. 


Pathologically the disease can be divided into 
primary and secondary types. The congenital 
primary type is much more common than used 
to be thought and usually remains asympto- 
matic until infection occurs. Congenital types 
may be due to aspiration of amniotic fluid in 
utero, and the markedly cystic types may be due 
to compression of the bronchus by~the duct of 
Cuvier. 

Anything that narrows the lumen of the 
bronchus may lead to retained secretions and 
atelectasis, bronchial infection, pulmonary fi- 
brosis and finally bronchiectasis of a secondary 
nature.’ Any chronic infection draining into 
the bronchi can lead to infection and breakdown 
of the bronchial walls (Fig. 1). 


The more common type of bronchiectasis seen 
in children is due to aspiration of foreign bodies, 
with the development of atelectasis and second- 
ay fibrosis and bronchiectasis. Pneumonias of 
the exanthematous diseases are bronchial in dis- 
tribution and predispose to the development of 
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bronchiectasis, especially when atelectasis is 
present (Fig. 2). 


As in almost every other pulmonary syndrome 
we have had to discard the classical symptoms 
described by the old masters so that the disease 
may be picked up in a curable state. The local 
symptoms may depend upon three factors: 

(1) The degree of associated pulmonary in- 
volvement. 


(2) The severity of the bronchitis. 

(3) The size, number and location of the 
cavities. 

Cough is always the most important symp- 
tom: it may be slight, moderate or severe. 
There is usually sputum which may vary from a 
few c. c. to over a quart per day. At times it may 
be so vile that the patient himself cannot tol- 
erate it, and after a coughing spasm the odor 
may cause vomiting. 

Hemorrhages are far more common than is 
commonly thought, and usually are not severe, 
but occasionally an acute hemorrhage may result 
in the death of a previously symptom-free per- 
son. It is important to realize that hemorrhage 
does not necessarily mean tuberculosis or cancer; 
it can frequently mean bronchiectasis. 

Fever, chills, sweats and recurring ‘‘pneu- 
monias” dot the lives of these unfortunate 
individuals, and most well-developed cases are 
bedridden several weeks to months of each 
year. 


True abscesses may develop, especially in the 
saccular type, and an entire lobe or entire lung 


. may be destroyed if no therapy is obtained. 


Although bronchiectasis was first described 
by Laennec? in 1819, it was not until the work of 
Sicard and Forestier* in 1922 with iodized oil 
that an accurate means of evaluating cases was 
discovered. The technic of the different methods 
of injecting the radiopaque oil are given in detail 
elsewhere and need not be repeated here.5 7 
Suffice to say that good results with any one 
method depend upon the physician’s experience 
with that method, and any of them can be very 
satisfactory when mastered. Ordinary x-rays of 
the chest may make one suspicious of bron- 
chiectasis with about 75 per cent accuracy, but 
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Fig. 1 
Marked varicose bronchiectasis as a result of a chronic 
bronchopleural fistula. This shows what marked destruc- 
tion of the bronchial walls can occur when infected 
material is draining over them. 


Fig. 2 
Bronchiectatic dilatation seen in a child with a foreign 
body in the bronchus. 
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the diagnosis may be established by (1) broncho. 
grams and (2) bronchoscopy. 

All cases of bronchiectasis must have 
sputum studies to rule out acid fast infection 
Bronchograms are now done to show the brop. 
chial anatomy of each of the pulmonary lobes; 
frequently this must be done in two or mor 
stages (Figs. 3, 4 and 5). 

I have not time to go into the various phases 


.of the medical management. These are very 


completely reviewed by Singer,’ but at best they 
are unsatisfactory and usually can control only 
the surrounding pneumonitis. In the words of 
H. C. Hinshaw,* internist at the Mayo Clinic 
“In most instances medical treatment is unsatisfactory, 
As a matter of fact less than 10 per cent of patients 
receive gratifying results .. .” 

It has been shown by many different investi- 
gators that almost 40 per cent of medically 
treated cases will be dead in five years and fey 
will be alive after 10 years.° !° It is therefore 
necessary to turn to the more radical form of 
treatment in any case that is a suitable risk for 
a chance for a cure. The first lobectomy for 


Fig. 3 
Isolated upper lobe bronchus bronchiectasis illustrating 
the necessity of filling all of the bronchi in some -— 
make the diagnosis (Courtesy of Dr. David Nathan). 
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Fig. 5 
Figs. 4 and 5 illustrate a hilar bronchiectasis in a patient 
whose symptoms and plane film of the chest were def- 
initely suggestive of lung tumor. Bronchiectatic dilata- 
tions can be readily seen in Fig. 5, which was made 
several days after the bronchogram was originally done. 
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bronchiectasis was performed by Heidenhain'! 
in 1901. In 1935 Graham, Singer and Ballon'? 
reviewed 212 cases of bronchiectasis on whom 
lobectomy had been performed with a mortality 
rate of 34 per cent. Since that time the in- 
dividual ligation technic of the hilar structures 
has been so well developed that the operation 
can now be performed with a mortality of 
around 2 per cent,'5!* which compares fav- 
orably to most abdominal procedures for which 
surgery is unhesitatingly recommended. It is 
now possible to remove only diseased portions 
of lobes and the healthy pulmonary tissue can 
for the most part be preserved. Children and 
young adults tolerate pulmonary resection ex- 
tremely well and large amounts of pulmonary 
tissue can be removed with no disability.'5 16 7 18 
(In fact, both lower lobes have been successfully 
removed by many different operators, and pneu- 
monectomy for diffuse unilateral disease is now 
well recognized. ) 


I shall not go into the operative technical de- 
tails since these are readily available else- 


Fig. 6 
Illustrating the importance of lateral views with broncho- 
grams to show definitely the portion of the lobe that is 
involved. 
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where,'5 !9 20 21 22 23 but suffice to say that lobec- 
tomy may be a somewhat simple procedure, es- 
pecially in children and young adults where the 
fissures are well developed. However, in most 
cases there is considerable difficulty in the hilar 
dissection due to inflammatory changes in the 
lymphatic tissue. The present low mortality 
rate in pulmonary resection puts the responsi- 
bility directly on the shoulders of the general 
practitioner, the pediatrician and internist who 
see these cases first. No longer should a patient 
return at infrequent intervals for renewal of 
aromatic expectorant mixtures. No longer can 
we look at the growing boy with foul sputum and 
tell him to return in 3 months for another 
check-up. There is no way of telling the in- 
justice of not making active therapy available 
to the lad who cannot run and play with his 
fellows because of his severe cough, the boy who 
is outcast from his friends as a tuberculosis sus- 
pect, the boy who cannot have dates because 
his breath offends his girl friends, and who 
cannot later hold a job because of the frequent 
attacks of pneumonitis, the young man who has 
exhausted his funds in search of a simple cough 
cure that never comes; the handicap is even 
greater to young women.”* After removal of 
the diseased segments of the lung these handi- 
capped children can develop normally. The 
young men and women resume their place in 
society and carry on useful work. When every 
case of cough and hemorrhage is positively diag- 
nosed before finishing his first course of visits 
to the physician’s office, we will no longer have 
to consider bronchiectasis a neglected disease. 
Perhaps at some later date we will have a less 
radical successful method of treatment, but at 
the present time those patients with sufficient 
healthy pulmonary tissue and no_ systemic 
contraindications, should be given the benefit 
of surgical therapy. 
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HYPERPARATHYROIDISM IN A PATIENT 
WITH EXTENSIVE SKELETAL 
DEFORMITIES* 


By James E. Pau tin, M.D. 
and 
CHRISTOPHER JOHN McLovcutin, M.D. 
Atlanta, Georgia 


The unusual syndrome of generalized osteitis 
fibrosa cystica was first recorded by Courtial* 
in 1700. In 1864, Engel? discussed a case very 
similar to von Recklinghausen’s* first case, re 
ported in 1891. In 1904 Askenazy® described a 
condition of osteitis fibrosa cystica associated 
with a tumor of one of the parathyroid glands, 
but at that time the two conditions were com 
sidered distinct entities. Erdheim!® probably de 


*Received for publication January 11, 1947. 
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serves credit for being the first to realize the 
more than coincidental relationship between the 
changes that take place in the bones and in the 

_ His explanation for this relationship, 
however, could not fully explain the syndrome. 
Schlagenhaufer?° in 1915 was among the first 
to advise removal of the parathyroid gland in 
two cases of osteitis fibrosa cystica associated 
with a tumor of the gland. In 1921 Bergstrand® 
described finding parathyroid tumors in neph- 
ritis, tetany, epilepsy, eclampsia and osteomal- 
acia. In 1925 Mandl?° of Vienna stumbled upon 
asolution quite accidentally. He believed at first 
that transplantation of normal parathyroid tissue 
would cure the disease, but he found that the 
condition of the patient was aggravated by this 
procedure so he again operated and removed a 
parathyroid tumor which he found. This second 
operation resulted in recovery from symptoms 
for the patient. In 1928 another Viennese phy- 
sician, Gold,!5 reported the second cure of this 
disease by the removal of a parathyroid tumor. 
During the next ten years over 200 cases of 
operation for hyperparathyroidism were reported 
in the literature and at the present time more 
than a hundred others have been added. In the 
great majority of all these cases the removal of 
a diseased parathyroid gland has resulted in great 
improvement if not complete cure of this disease. 


Anatomy —In 1880, Sandstrom?‘ first classi- 
fied the parathyroid glands as separate struc- 
tures, believing them to be remnants of embryonic 
thyroid tissue. They are the smallest glands in 
the endocrine system and usually are four in 
number, situated one at the superior and inferior 
posterior border of each thyroid lobe. Occasion- 
ally only two parathyroid glands are found but 
as many as twelve have been discovered. Ac- 
cessory parathyroid tissue may be found in the 
thorax, embedded within the thymus, within 
the thyroid capsule, or it may be anywhere in 
the neck. The glands are roughly oval in shape, 
pinkish or yellowish brown, about 4 to 8 milli- 
meters in length, 2 to 5 millimeters in width, and 
1 to 2 millimeters thick. 


Physiology—Normal human blood contains 
from 9.0 to 11 milligrams of calcium per 100 
cubic centimeters of plasma and 2.5 to 3.5 
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milligrams of phosphorus per 100 cubic centi- 
meters of plasma. The normal balance of cal- 
cium and phosphorus depends upon the amount 
of these minerals ingested, utilized and excreted, 
with the activity of the parathyroid gland serv- 
ing as a controlling factor. About 1 gram of 
calcium and 2 grams of phosphorus are utilized 
daily. Any amount ingested above that neces- 
sary for the needs of the body is excreted and 
consequently as much as 90 per cent of the 
calcium ingested may be discarded. Most of this 
excretion (70 to 90 per cent) takes place through 
the feces and very little (10 to 30 per cent) 
through the urine under normal circumstances. 
In hyperparathyroidism this ratio is reversed 
and from 70 to 90 per cent of the calcium will be 
found in the urine. 


Overactivity of the parathyroid gland results 
in an increase in the calcium level of the blood. 
This may be produced experimentally by in- 
jecting parathyroid extract into a normal animal. 
The calcium level may then be elevated to as 
much as 20 milligrams per 100 cubic centi- 
meters of plasma and an increased excretion of 
both calcium and phosphorus in the urine re- 
sults. Administration of parathyroid extract by 
mouth has no influence upon metabolism. 


According to Albright’ parathyroid extract in- 
creases the urinary excretion of phosphorus and 
this in return results in hypophosphatemia. As 
a consequence of this decrease in the serum 
phosphorus there is an increase in the amount of 
calcium phosphate which enters the blood, either 
from the bones or from the gastro-intestinal tract. 
Shelling and Remsen?’ also share this opinion. 
Jaffe!’ and Thomson,*! on the other hand, felt 
that parathyroid extract had its primary effect 
upon the bone, dissolving and liberating calcium 
phosphate. This in turn, they believed, resulted 
in hypercalcemia, hypercalcinuria and hyper- 
phosphaturia. 

Pathology.—Castleman and Mallory’ said that 
the pathology of parathyroid tumors could be 
(1) a hyperplastic type with diffused, uniform 
changes throughout all the glandular tissue and 
(2) a neoplastic type in which the proliferation 
was limited to one gland or even a portion of it, 
or it may rarely involve two glands. Adenomas 
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of the parathyroid gland may weigh from 1 to 
20 grams. Snell and Mayo’? reported one which 
weighed 101 grams and was 6 x 6 x 5 cm. in 
size. Not infrequently malignant parathyroid 
tumors may occur without symptoms of hyper- 
parathyroidism. Microscopic examination of the 
bone in von Recklinghausen’s disease shows 
hyperactivity of the osteoclasts with destruction 
of bony trabeculae and sometimes formation of 
giant cell tumors. There is generalized prolifera- 
tion of fibrous tissue in the bone marrow and 
in the cortex. The bony trabeculae are decal- 
cified and may become perforated by proliferat- 
ing fibrous tissue. Jaffe!’ et alii say that this 
fibrous osteitis is a reaction of the bony tissue 
to rapid decalcification and is never a primary 
process. It occurs not only in hyperparathyroid- 
ism but also in rickets, long-standing acidosis, in 
the vicinity of malignant metastases, and in 
other conditions. Many of the symptoms arising 
in von Recklinghausen’s disease are the result 
of pathologic conditions occasioned by the de- 
posits of calcium in the tissues. These calcium 
metastases may be found in the kidneys, in the 
media of arteries, the myocardium, lungs, mucosa 
of the stomach and bronchi, the mesocolon, and 
even in the ear drums. Not all cases classified 
as von Recklinghausen’s disease have typical 
bony changes. Albright reported seventy-four 
cases of hyperparathyroidism and in one-third 
there was no evidence of skeletal disease on x-ray 
or bone biopsy. 


Symptoms.—Hyperparathyroidism, while not 
rare, is by no means a common entity. Wilder 
and Howell®> said that it was found most com- 
monly in the North Atlantic States and rarely in 
the southern sections of the country. It is more 
common in women than in men in a ratio of 
almost two to one. The average age is about 35, 
but it has occurred in children as young as 
twelve. The onset is usually insidious, but the 
symptoms may become acute. Keating and 
Cook!® reported a case in which some symptoms 
had been present for twenty-five years. The 
symptoms of the disease depend upon the pre- 
dominant features present. These may be classi- 
fied as those due to (a) hypercalcemia, (b) 
hypercalcinuria and (c) symptoms which are the 


result of changes in the skeletal system, , 
clinical findings in hyperparathyroidism resembj 
very closely the manifestations resulting fr, 
prolonged administration of parathormone 
animals. In osteitis fibrosa cystica the 
toms due to involvement of the skeletal system 
are the most prominent. Nearly all patients 
will complain of muscular weakness, which is 
sometimes so progressive as to cause partial 
invalidism. An individual with a history of 
spontaneous fractures or fractures following very 
slight trauma immediately should be suspected 
of having some decalcifying disease of the bones, 
The presence or absence of bone disease, how. 
ever, is not related to the duration or the se. 
verity of the disease. Moreover, bones may be 
spared because of the habitual ingestion of large 
amounts of calcium in the diet. Flink," in his 
series, reported that all patients complained of 
a variable amount of pain, all exhibited mus- 
cular weakness, and two of his cases had had 
an epulis removed before the true nature of the 
disease had been discovered. Symptoms arising 
because of the hypercalcemia may include nau- 
sea, vomiting and abdominal pain, with loss of 
weight, strength, and accompanying loss of 
appetite. Cardiac irregularities are known to 
occur, although these are not common. Second- 
ary anemia and complaints of constipation and 
flatulence are found in many of these individuals. 
Because of the hypercalcemia there follow the 
symptoms which are due to increased urinary 
excretion of calcium and phosphorus. Soffer 
and Cohn*° say that 30 to 40 per cent of pa- 
tients with hyperparathyroidism have evidence 
of the presence of urinary calculi at some time 
during the course of the disease. Polyuria and 
polydipsia are commonly found and this con- 
dition has been called by some authors a “cal 
cium diabetes.” From three to four liters of 
urine a day is not an excessive output for these 
individuals. 


Diagnosis—Not all cases of hyperparathy- 
roidism have characteristic bony changes. When 
they are found they are usually very generalized. 
The cortex may become quite thin and the 
marrow space widened. Giant cell tumors are 
often found but need not be present to justify 
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the diagnosis of hyperparathyroidism. Severe 
osteoporosis of the bones of the skull, vertebrae 
and pelvis results, and the long bones often 
present a finely granular appearance. This may 
result in unusual deformity due to collapsing 
and twisting of the bones. The characteristic 
biochemical findings of hyperfunctioning para- 
thyroid are (1) an increase in the calcium level 
of the blood serum, (2) a decrease in the in- 
organic phosphorus in the blood, (3) excessive 
amounts of calcium and (4) excessive amounts 
of inorganic phosphorus are found in the urine, 
(5) the phosphatase content of the serum is in- 
creased. Hypercalcemia is a constant finding in 
almost 100 per cent of cases of von Reckling- 
hausen’s disease. Gutman!® reported that 109 
out of 114 cases had a blood calcium exceeding 
11 milligrams while 91 of these had more than 
12 milligrams per 100 c. c. of blood. McLean 
and Hastings’? pointed out the importance of 
taking into account the serum protein as well 
as the serum calcium because lowering of the 
serum protein lowers the total calcium approxi- 
mately 0.75 milligrams for each gram of protein. 
This may account for the low serum calcium 
which is sometimes found in definite and proved 
cases of hyperparathyroidism. Wilder and his 
associates** reported a case showing very severe 
skeletal decalcification with a serum calcium 
averaging only 11.0 milligrams per 100 c. c. of 
blood. 


Hypophosphatemia is a common finding in 
almost all cases of von Recklinghausen’s disease. 
There is invariably an increase of the calcium 
and phosphorus excreted in the urine. In any 
condition in which the mechanism of bone re- 
pair is increased there will be a resulting increase 
in the alkaline phosphatase of the serum. In 
hyperparathyroidism this may arise from a 
normal of 1.5 to 4 Bodansky units to as high 
as 20 units. 


Treatment of Hyperparathyroidism.—As soon 
as the diagnosis of hyperparathyroidism has been 
made the patient should be referred to a com- 
petent surgeon. He should be very careful to 
examine all the parathyroid glands for hyper- 
plasia may occur in more than one gland. The 
Presence of pathology in more than one gland 
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has accounted in several instances for the 
poor results obtained by the removal of one 
diseased parathyroid and cures have been re- 
ported following the removal of a second path- 
ologic gland. Certain complications may be en- 
countered following surgery. One of these is 
tetany, which may develop in a few days to a 
few weeks following the operation. It is usually 
temporary and has been said to occur because 
the decalcified skeleton absorbs calcium so rapid- 
ly that a hypocalcemia results. Death as the 
result of tetany has been reported in rare in- 
stances. Beck’ removed two parathyroid tumors 
from a patient who developed tetany after five 
days and who died twenty days after the opera- 
tion. Barr, Bulger and Dixon‘ proved that the 
tetany was not due to a decrease in parathormone 
secretion when they gave one of their cases 100 
units of parathormone a day without being able 
to modify the hypocalcemia which occurred fol- 
lowing removal of a parathyroid tumor. How- 
ever, almost immediate improvement was shown 
following the intravenous injection of calcium 
chloride. Calcium administered by mouth did 
not relieve the symptoms. Another complica- 
tion which may occur is a transitory oliguria, 
This may last from a few hours to several days 
and in the latter case it may be a very serious 
complication. Intravenous injections of hyper- 
tonic glucose solutions and the administration 
of salt solutions subcutaneously aid in overcom- 
ing the oliguria. The signs of uremia tend to dis- 
appear rapidly after diuresis returns to normal. 
It has been considered advisable to administer 
calcium by mouth in the form of calcium lactate 
or as whole milk in order to make available a 
plentiful supply of calcium after the patient has 
left the hospital. Large doses of vitamin D have 
also been recommended following surgery. The 
patient should thereafter be checked every few 
months in order to keep record of his progress. 
Recalcification of the bones will occur eventually 
although the cysts will remain essentially un- 
affected for quite a long time. Many patients 
will give a history of having ingested large 
amounts of calcium in the form of milk and 
calcium bearing foods without knowing any par- 
ticular reason why they desired such foods. Im- 
provement in the skeletal structures has been 
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known to occur without surgical removal of the 
parathyroid glands by the simple administration 
of excessive amounts of calcium. Such treatment, 
however, is dangerous and definitely contra- 
indicated for it leads usually to additional kid- 
ney damage without the possibility of cure. X- 
ray therapy over the parathyroids has been use- 
less in almost all cases in which it has been 
tried. Its use should be reserved for those pa- 
tients who refuse surgery. 


Case history—The following case history illustrates 
very nicely the typical patient with hyperparathyroidism 
and osteitis fibrosa cystica in whom the diagnosis has 
been overlooked despite repeated examinations: 


This 35-year-old white woman had _ intermittent 
nocturia and burning on urination since childhood. In 
1932, she had renal colic with pus and blood in her 
urine, but no stones were found at this time. In 1941, 
with her third pregnancy, she was told that her “kid- 
neys went bad” and since that time she had episodes of 
pus and blood in the urine with lower abdominal pain 
and increased frequency. In 1941 a “tumor” was re- 
moved from her jaw on the right side and within the 
mouth. In 1942 there was a recurrence of this right 
sided “tumor” and another one appeared on the left 
side. These were removed and she was given x-ray 
therapy. These “tumors” were entirely asymptomatic. 


Early in 1942 she had a spontaneous fracture of the 
humerus. X-ray reports showed that the bone itself had 
been “almost completely eaten out, leaving only a 
shallow bone.” In August 1942 she had a similar frac- 
ture of the right tibia. These fractures healed after 
about 8 weeks. Early in 1943 she began to have con- 
tinuous deep aching pain across the lower. back which 
was relieved by lying down. She had another episode of 
renal colic and x-rays showed stones in the right kidney. 
These were removed by operation in March 1943. The 
pain in her back continued and cystoscopic treatments 
were given “to wash out the pelvis of the kidneys” 
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with the idea of preventing stone formation, In De. 
cember of 1943 she had pain in the right hip whid 
progressed to the thigh, knee and leg. X-ray showed 
another “tumor” just below the right knee. She also 
gave a history of having a great craving for milk from 
childhood through young womanhood, when she stopped 
drinking milk because of obesity. 
The family history was essentially negative 

that her mother gave a history of having had “hag 
kidneys” the exact nature of which was unexplained 


The past personal history revealed that the patient 
had had three pregnancies, the first a so-called "fj 


‘term baby” which weighed 314 pounds and died of up. 


known causes in seven or eight weeks. The second 
child was full term but died on the ninth day post 
partum of convulsions. The third child was born after 
eight months of pregnancy when the mother developed 
hypertension and eclamptic coma. This child is now 
living and well. 


Physical examination revealed a well-developed, mod- 
erately nourished, white female, 62 inches in height 
and weighing 11914 pounds. Her initial blood pressure 
on admission to the hospital was 120 millimeters of 
mercury systolic, over 80 millimeters of mercury dias- 
tolic. There was a distinct enlargement in the region 
of the left lobe of the thyroid midway from the 
isthmus and extending about 2 centimeters to the left 
The enlargement was rather firm and suggestive of a 
thyroid nodule. The heart and lungs were normal. The 
spine showed a mild scoliosis. There was no tendernes 
over any of the vertebrae. Any movement of the right 
leg caused pain in the hip joint and abduction and 
flexion of the hip was quite limited and extremely 
painful. 

A voided specimen of urine was essentially normal 
on analysis. The Kahn test for syphilis was negative. 
The Sulkowitch determination of calcium in the urim 
was very strongly positive. Her sedimentation rate was 
32 millimeters in one hour (Table 1). 

X-rays of the skull, chest, both humeri, right for- 
arm and hand, lumbar spine, pelvis, both femora, and 
upper two-thirds of the right leg showed a severe 
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4-10-44 4-15-44 4-22-44 5-23-44 10-31-44 6--22-45 5-9-46 
Red blood cells _............_ 3,560,000 3,650,000 4,150,000 
White blood cells ...... 10,650 5,750 6,800 
Hemoglobin ......... 10.4 gm. 9.9 gm. us 
Sulkawich aa Normal Normal 
Serum calcium =... 15.9 gm. 10.86 9.4 9.0 9.09 9.6 98 
Serum phosphorus ........... 6.5 gm. 3.0 3.0 
Alkaline phosphatase .... 7.32 7.5 4.6 
Sedimentation rate 32 mm/hr. 35 mm/hr. 6 mm/hr. mm/or. 


Table 1 
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asteoporosis of all bones, most pronounced in the skull 
and in the right leg. Large cystic areas were present 
in all the long bones, also in the lumbar vertebrae and 

‘; These cystic areas varied in size from 1 to 2 
millimeters up to 4 to 5 centimeters. In some places 
these areas were multiloculated such as are seen in 
giant cell tumor formation (Fig. 1). Both kidneys 
showed numerous small areas of calcification through- 
out the minor calyces (Fig. 2). The body of the fourth 
jumbar vertebra was collapsed anteriorly about 70 
per cent (Fig. 3). 

At surgery a tumor mass measuring almost 2/2 by 114 
centimeters was found replacing a parathyroid gland. 
The other parathyroid glands did not reveal any ab- 
normalities on inspection or palpation. The wound 
was closed without drainage. The patient withstood 
the operative procedure nicely and was returned to the 
room able to converse in a normal tone of voice. 

Examination of the gross specimen by the pathologist 
showed an irregularly shaped encapsulated tumor 22 
millimeters long and 12 millimeters thick. It was a 
peculiar light tan color and there were no cysts present. 

Microscopic examination showed a solid mass of large 
polygonal cells with centrally placed nuclei, round and 
vesicular with clear cytoplasm. The tumor was well 
vascularized, relatively inactive, and mitoses were not 
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found. The diagnosis of parathyroid adenoma was 
made. 


Convalescence was uneventful and no evidence of 
tetany appeared. The patient was dismissed from the 
hospital on the eighth postoperative day. Within six 
months she had improved considerably in every way 
and gained 20 pounds in weight. 


The above case presents an almost ideal text- 
book picture of hyperparathyroidism. All the 
classical symptoms of this disease are observed 
including the polyuria, polydipsia, muscular 
weakness, fatigue, lassitude and a history of 
spontaneous fractures of long bones. There were 
recurrent epulis about the teeth. Usually it is 
only in very severe cases such as the above that 
the inorganic phosphorus will rise above normal 
level. This is most commonly found only when 
the blood calcium levels rise above 15° milligrams 
per cent. When great fibrosis of bone marrow 
is present anemia and leukopenia may result. 
The blood calcium level of this patient returned 
to normal within a few hours after operation. 


Fig. 1 
Multiloculat i 
ay ae e~ cysts of the left humerus with cystic areas 


Fig. 2 
Deposits of calcium in the kidneys with osteoporosis and 
cystic areas in the heads of the femurs. 
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Bone pains and general lassitude disappeared as von Recklinghausen’s disease of the boy 
fairly soon after the operation. The osteoporosis The osteitis fibrosa which occurs is not a ds 
of the bone finally became less and the skeleton ease entity itself but is the result of generaling 
became heavier (Fig. 4). The serum phospha- decalcification and it may occur in many othe 
tase returned very slowly to normal limits. conditions as well as hyperparathyroidism, Thy 
Serum phosphatase is usually increased only in x-ray and laboratory give invaluable aid in « 
cases of hyperparathyroidism in which bony  tablishing a diagnosis. The surgical removal of 
changes have occurred. Because of this it can- a diseased parathyroid gland provides one of 
not be said to contradict the diagnosis of hyper- the miracles of medicine today. The operation 
parathyroidism if it is normal or only slightly is by no means an easy one and at times all 
elevated. four of the glands may be involved in which 
case three of them must be removed completely 
and a subtotal resection done on the fourth 

The parathyroid glands are the controlling gland. If no adenoma is found it has been recom. 
influence in the regulation of calcium and phos- mended by Snapper*® that a subtotal thyroidec- 
tetany may result. Hyperfunction of these tomy be done on the basis that a parathyroid 
glands produces a decrease in calcium and in- adenoma may be concealed within the thyroid 
crease in phosphorus of the blood, and eventually gland. Normal parathyroid glands should never 
tetany may result. Hyperfunction of these be removed. Almost complete recovery is found 
glands for a long period of time produces in- in these patients following removal of the af- 
crease in calcium and a decrease in the phos- fected gland or glands. All the signs and dis 
phorus in the blood. This may lead to a series tressing symptoms disappear and the patient is 
of changes producing a condition now known _ returned to normal health, 


SUMMARY 


Fig. 3 Fig. 4 : 
Osteoporosis of the vertebrae with collapse of the fourth Four months after operation showing marked increase @ 
lumbar vertebra. the density of the bony structures. 
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ORAL SMEARS COMPARED WITH 


VAGINAL SMEARS* 
CASE REPORT 


By P. B. Russet, Jr., M.D., F.A.C.S. 
Memphis, Tennessee 


Papanicolaou! and his associates’ studies upon 
the human vaginal smear were published in 1933. 
The staining technic was modified for the vag- 
inal smear by Shorr,? but both methods are time 
consuming and tedious for office practice. Ben- 
nett and Russell’ in 1941 suggested a very 
simple method for procurement and staining 
technic for vaginal smears. 

All cells are affeeted by a given hormone, 
including cells from the vagina, male urethral 
orifice, nares, sublingual and buccal surfaces. 
Insulin is used as a replacement hormone, or to 
supplement an ailing group of cells. The injec- 
tions to control allergic reactions do not affect 
any given cellular structure. Oral smears of 
both men and women change with hormone 
stimulation. 


The oral smear has many advantages over 
the vaginal smear, but it can not usurp the 
valued position of the vaginal smear. Certainly, 
one could not diagnose an early case of car- 
cinoma of the cervix uteri by oral smears. How- 
ever, oral smears can be used as an index to the 
dosage of estrogen when treating a gonorrheal 
infection in children. The esthetic value enters 
into the problem when dealing with elderly 
people and the oral smear can replace the vag- 
inal. Vaginal smears should be made periodically 
in order to recognize early cases of carcinoma, 
but a special staining technic is required for this. 


TECHNIC AND INTERPRETATION 


The method for smear examination should be 
simple. This report presents a simple means to 
estimate repeatedly the response to therapy. 


*Received for publication April 30, 1947. 
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Oral smears are obtained by rubbing the 
moistened applicator upon the buccal surface 
and rolling upon the microscopic slide. Allow 
these to air dry and stain. 

The Gram technic is employed routinely and 
each stain is applied for two minutes instead of 
the customary one minute for each. One can 
use the iodine stain if a reading is desired 
quickly. This is accomplished by turning the 
specimen side of the slide over the Lugol solu- 
tion for a few minutes. The criteria will be 
demonstrable sufficiently to warrant a com- 
parison with the previous reading for the same 


Mouth 


Low follicular stimulation. No Doderlein bacilli, ragged cell outline, few granules and poor staining 


quality. (The magnification is x344.) 


Mouth 


Adequate follicular stimulation, about 75 per cent. 
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individual. This stain will fade, while the slide 
made with the Gram stain can be preserved pe 
manently by using the balsam technic, 

The criteria are not difficult to evaluate | 
prefer to designate the degree by estimating 
the per cent of follicular influence present, 

Let us use a hypothetical case to exemplify 
this calibration for hormonal stimulation. Fron 
the patient’s history, a marked menopausal syn- 

_ drome is apparent and no frank infection is 
recognized upon an examination of the vagina 
and cervix with a vaginal speculum. The smears 
present cornified or hyalinized epithelial celj 


Vagina 
Fig. 1 


Vagina 
Fig. 2 
(The magnification is x344.) 


4 
f 


helial cells 
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with no nuclei perhaps; the nuclei are stained 
poorly; the cytoplasms are devoid of granules; 
the edges of the cells stain poorly, if at all. 
Many types of bacteria are present, but the 
Déderlein bacilli are absent. The reading is 
estimated to be about 50 per cent follicular stim- 
ylation for a smear of this caliber. There is no 
need to test the vaginal secretion of this patient 
for the pH is 4.5 or greater. The glycogen con- 
tent will be little in these epithelial cells because 
the Déderlein bacillus cannot survive without 
asufficient amount of glycogen. Small numbers 
of these bacilli begin to appear at about 70 per 
cent follicular stimulation. 


CASE REPORT 


Case 1—Mrs. D. D. H., a housewife, age forty-four 
years, had had a bilateral salpingo-oophorectomy with 
supravaginal hysterectomy in 1942 by another physician. 
She consulted me on May 20, 1946, complaining of a 
severe generalized migraine, insomnia, gastric distress, 
increased nervousness and arthralgia. The blood pressure 
was 138/84, weight 151 pounds and temperature 98.6°. 
The heart and the lungs were normal and a complete 
physical examination revealed no frank pathological 
condition. The blood and urine were within normal 
limits. However, a smear from the oral and the vaginal 
surfaces revealed a 65 per cent follicular stimulation, 
with no Doderlein bacilli present (Fig. 1). The diagnosis 
was an extreme menopausal syndrome. 


Two grains of a synthetic thyroid substance and one 
mg. of a synthetic estrogenic substance were prescribed 
daily. The patient was indifferent about following in- 
structions and returned six months later. She refused to 
take anything by mouth. She was given 10,000 inter- 
national units of a synthetic estrogenic compound in oil 
at irregular intervals for a total of eighteen injections 
during the following six months. The smears were taken, 
stained and interpreted with each visit. They gave an 
accurate index to the general well being of the in- 
dividual. The patient’s complaints were few and her 
general condition was improved greatly when the smears 
were interpreted as 75 per cent follicular stimulation, 
or greater. Note the numerous Doderlein bacilli present 
in the vaginal smear, which appear as short black 
hairs (Fig. 2). The criteria are about equal for the 
oral and vaginal cells, ‘that is, the cells are better formed. 
The granules, nuclei, cell membrane and cytoplasm have 
Increased and these stain much better. 


CONCLUSIONS 


(1) Oral smears can be obtained much more 


easily than vaginal smears from children and 
some women. 


(2) The method of staining and interpreta- 
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tion are neither tedious nor difficult for the 
physician in general practice. 

(3) Distant patients can mail the slides to 
the physician. Print “use hand stamp” on the 


envelope in order to assist the arrival of an 
unbroken slide. 


(4) Oral smears can be used in the practice 
of urology and other fields of medicine and 
surgery. 

(5) The oral smear gives an accurate index 
to the amount of hormonal stimulation present, 
when one interprets the stained smear. 


(6) The dosage for a given hormone can be 
calculated after an interpretation of the oral 
smears. 
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ANESTHESIA FOR SEVERE ABDOMINAL 


WOUNDS* 


BASED ON WAR EXPERIENCES WITH THE S6TH 
EVACUATION HOSPITAL 


By Wo. R. M.D. 
Tulsa, Oklahoma 


In this discussion it is not intended to review 
the whole field of anesthesia, as related to ab- 
dominal injuries, but rather to stress certain 
problems that confronted us during the last war, 
and to introduce two observations of physiologic 
interest. 

Most of the data presented was obtained 
from the records of patients admitted to the 
56th Evacuation Hospital while overseas. As 
neither cyclopropane nor curare were available 
to us, these drugs will not be considered in this 
discussion. 

Between the period of January 30, 1944 and 
March 31, 1944, while stationed on the Anzio 


*Read in Section on Anesthesiology, Southern Medical Associa- 
tion, Fortieth Annual Meeting, Mimi, Florida, November 4-7, 
1946. 
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Beachhead, there occurred 94 postoperative 
deaths in the 56th Evacuation Hospital. I was 
able to obtain records of statistical value from 
82 of these deaths. 


The principal cause of death from abdominal 
injuries is hemorrhage; next is toxemia from 
peritonitis. As would be expected, examination 
of the above data reveals that most of our 
deaths occurred from injuries of the liver (hem- 
orrhage) with injuries of the colon (peritonitis) 
next. It will be noted that 27 of the above 
patients suffered some degree of shock during 
the operation, ten had hemorrhage and twelve 
were in poor condition when they left the oper- 
ating room. Beecher! has said that adequate 
preparation of the seriously wounded man for 
surgery and support during surgery, are impos- 
sible without whole blood. The wisdom of this 
statement cannot be overemphasized. The an- 
esthetist and surgeon should make every effort 
to prevent shock in these patients. Low titer 
type 0 blood should be readily available for 
emergency use and if time allows an adequate 
supply of matched blood. Plasma should be 
used to sustain the patient until blood is avail- 
able. Anesthesia, excess morphine and aspira- 
tion of vomitus were listed as contributing causes 
of death in 16 cases. It is difficult to indict 


POSTOPERATIVE DEATHS (82) (JAN. 30 TO MAR. 1944) 
Types of injuries (majority multiple) 


(1) P.W. abd._.32 (plus 11 and 7)—S50 WWW. 61 per cent 
(a) chest and abdomen... 
(3) Buttock 


(7 had p.w. of the rectum plus colostomy) 
41 (50 per cent) 


(b)  ilium 

(c) tib. and fib... 

(d) humerus 
(5) Extensive Debridement of soft T. inj... 7 


(7) Ten had gas gangrene at the time or developed later. 
Contributing causes: anes.—3, M.S.—8, vomitus—S. 
Condition during surgery: S—27, H—10, Poor—12. 
Duration operation: 3 2 hours—8, 


hours—10, 1 hour—9, 


4 hours—5, 1 hour—4. 


Table 1 
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any one factor as the cause of death; the injury 
alone was sufficient to cause death in most of 
the above patients. “Pentothal” anesthesia was 
given in each of the above three anesthetic 
deaths. One was administered by an inexperi- 
enced anesthetist, to a critically ill patient. The 
other two had excessive preoperative doses of 
morphine. Poor absorption was not infrequently 
the cause of morphine overdosage. Subcutaneous 
fluids are poorly absorbed by patients who are 
in shock. Absorption may be further delayed if 
they are cold. However, if these patients are 
treated for their shock then overdosage may 
occur from sudden absorption of previously ad- 
ministered morphine. This danger of delayed 
morphine poisoning in battle casualties has been 
pointed out by Beecher.’ Aspiration of vomitus 
occurred in five patients. This was not always 
undigested food, but at times brownish liquid, 
apparently regurgitated from the small bowel. 
Shock, anoxia and morphine may all contribute 
to this regurgitation. Gastric lavage should be 
considered in all cases, and anoxia carefully 
avoided. 


Fig. 1 reveals the multiplicity of wounds in 
the same patient which frequently confronted us. 


A combination of anesthetic drugs as ad- 
vocated by Lundy,’ seemed to be tolerated by 
these seriously injured patients better than any 
one single agent. It will be noted that the pa- 
tient in Table 2 received local anesthesia (for re- 
laxation), a small amount of “pentothal” (for 
smooth induction), then intratracheal gas 
oxygen-ether. It will be observed that shortly 
after incision of the peritoneum there was a 
sudden fall in blood pressure. Abdominal rigidity 
is a common occurrence following penetrating 
abdominal wounds. This rigidity is greatly in- 
creased if there is spilling of stomach or in- 
testinal contents, or hemorrhage. Physiologically 
it is reasonable to assume that this muscle 

. rigidity is an effort of the body to check intra- 
abdominal hemorrhage and to prevent further 
spilling of intestinal contents. Intra-abdominal 
pressure may be increased so greatly as to cause 
a rise in the intravenous pressure. The patient 
in Table 2 had one penetrating wound near the 
apex of his heart. He had marked abdominal 
rigidity with a venous pressure of 17 cm. of 
water. Cardiac tamponade was considered m 
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Fig. 1 


the preoperative diagnosis. However, surgical 
exploration of the course of the fragment re- 
vealed it to be intra-abdominal. The anesthetist 
and surgeon should always bear in mind this 
physiological protection in abdominal injuries. 
The surgeon must remember that anesthesia will 
take away this protection as soon as the patient 
is relaxed. He should never waste time treating 
other insignificant wounds until the abdominal 
bleeding is under control. 

The anesthetist should bear in find that the 
patient’s blood pressure is apt to fall when the 


White, James T. t/4; age. 24; type, A; duration injury, 8 hours. 
Surgeon, Dunlap. 
Operation—Expl. Lap.(1) Closure perf. Ileum and Colon, 
(2) Cecostomy. 
Debridement wounds of chest. 
Anesthetic—I. C. Nerve blk. left, deep abd. wall blk. right, 
GOE, I.T.O., P. S. 100 mgm. 


Tim S$ DP R Remarks 


8:45 115 76132 44 0 5 min. induction began 9:10 I.V. 
Pr. 17 Cm. H20. 


L.T.O. 9:16, incision 9:20. 


9:35 118 38 108 40 Peritoneum incised, 3-blood, sudden 
pressure drop, 500 c. c. bld. began. 


10:02 104 60 Still pale, 500 c. c. bid. 10:06. 
10:07 104 60 Color improving. 

10:12 108 60 Intestines placed back in abdomen. 
10:45 118 60 One quart blood in suction jar. 
11:00 120 60 Closing. 

115 60 500 c. c. blood. 


10 gram sulfa abdomen. 
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peritoneum is incised and be pre- 
pared in advance for blood trans- 
fusion. 


Death of the patient in Table 3 
was inevitable as he had a lacera- 
tion of his portal vein with un- 
controllable hemorrhage. However, 
a study of his chart reveals several 
interesting facts. On admission he 
was in shock and pulseless. Two 
hours later, after receiving 1,500 
c. c. of blood and 1,000 c. c. of 
plasma his blood pressure was 
140/120/80, pulse 140 and res- 
piration 24. At 4:45 a.m. he was 
given oxygen with the anesthetic machine. 
Oxygen was given for two reasons: (1) to assure 
full oxygenation of the patient and (2) to de- 
nitrogenize him as much as possible. As soon as 
the rigidity of his abdomen was relieved with 
anesthesia and the peritoneum opened, there 
occurred the expected hemorrhage with fall in 
blood pressure and death fifty minutes later. As 
this injury occurred after the war our blood 
bank was low and there was some difficulty 
acquiring blood for him. Had there been plenty 
of type O low titer blood available possibly he 
could have been kept alive longer. 


Pt., soldier; age, 23; inj—G. S. W. Abd.; duration, 4 hrs. 
Surg., Col. Carter; Op., Expl. lap. 
Pulseless on admission to preop., 1,500 c. c. bid., 1,000 ¢. ¢. 
plasma. 
Pre. Med.—M/81:00 a.m., M/4 12:30 a.m. 
Anes.—Abd. wall blk. met. 0.5 gm., GOE, I.T.O. 


Time $ BP PR Remarks 
4:30 140 

a.m. 120 80 140 24 Pale 1, restless 1. 

4:45 130 80 02. 


5:00 120 70 136 


5:10 140 74 138 
5:25 Bos 


Anesthetic began. 


I.T.0., operation began. 

Perit. opened, massive uncontrollable 
hem., hole thru v. cava, anes. dis- 
cont., 02 only. 

Bld. 500 c. c. rapid. 

Unable to obtain more bid. 


300 c. c. bid., resp. still present, ex- 
tremely pale. 


5:30 
5:35 
5:40 


Expired, circ. failure. 
Reddish blotches noted—extremities. 


Table 


Table 3 
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The patient in Table 4 did not have an ab- 
dominal injury; however, his chart is presented 
to illustrate an observation in anesthetic physi- 
ology. It will be noted that he was cyanotic 
before the anesthetic was begun. Because of a 
moderate excitement stage with probable rup- 
ture of his abscess, cyanosis rapidly increased 
and death soon occurred. Had this patient been 
well oxygenated before induction the surgeon 
would have had a better chance to revive him. 
By denitrogenizing the patient while he was re- 
ceiving oxygen the anesthetist could have started 
the anesthetic with less nitrous oxide. As anoxia 
exists to some degree in most seriously wounded 


Bonastali, Giusseppe, (Italian civilian), age, 47. 


History brief: 
Submandibular swelling four days. 
Clearing Station. 


Examination: Well dev., obese, middle-aged male T-101 P-110/74. 

Entir@ submandibular region swollen and tense. There a 

, recent incision with drain left side. Floor of mouth swollen, 

plas tespiratory diff. 
Anesthesia’ and operation: 

Provision on i for tracheotomy, 0215 hours GOE anesthesia 

began. Moderate excitement stage, respiratory obstruction 
increased, expired while surgeon attempting to do tracheotomy. 

A patente 2 amount of pus was present in the trachea suggesting 


ity of rupture of the abscess either shortly before 
or during anesthesia. 


Cause of Death: (1) Anoxemia due to respiratory obstruction. 
(2) Toxemia. 


Incised yesterday. 316 


Table 4 


Haddix, Silas; age, 22, Inj—P.W. Abd. perf. small bowel, 
cecum, peritonitis bronchitis. 
Surgeon, Col. Carter. 
Duration of injury, 51 hours, Risk 3, PreMed. M/A 2 hr. 
Anesthetic—Continuous spinal, 1 per cent procaine 150 mgm., 
PS 225. Operation: Suture bowel, cecostomy, removal bullet. 


Time $ D PR Remarks 
10:50 130 80 112 Ephedrine 30 mgm. 
11:33 Sp. Tap 100 ; (10 c. c.) Ephed— 
15 mgm. LV. 
11:47 112 60 144 P.S. 2 c. c, 500 c. c. bid., catheterized. 
11:50 100 80 sero-sang. fld. 3, 30 mgm. 
12:00 98 76 Slight pain shoulder, PS-3 c. c., sleep- 
oa Intestinal distent. almost gone. 
12:10 104 70 P.S.—3 c. c. procaine 50 mgm. 
12:20 90 Neosynephrine min. 3, plasma 1 unit. « 
12:45 114 74 112 Procaine 20 mgm., P.S. 25 mgm. 
0130 «#4118 70 Levine tube. 
0137 Operation finished. 
Table 5 
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patients it is well to give them oxygen routinely 
before induction with gas-oxygen-ether. 

Spinal anesthesia was considered to be unsafe 
for these seriously injured patients and was used 
infrequently. This technic was administered 
upon several occasions for injuries of the rectum, 
and for older cases after they had had time to 
be well over shock. Spinal anesthesia may be 
used under the following circumstances: (1) in 
good risk patients if there is no hemorrhage or 
shock; (2) in perforating wounds of the rectum 
if the patient is a good risk; (3) in older in. 
juries after sufficient time has elapsed for cir. 
culatory adjustment (Table 5). If there is much 
risk it is probably safer to use continuous spinal 
anesthesia with 1 per cent procaine as suggested 
by Fraser.* 


SUMMARY 


(1) Beecher has said that adequate prepara- 
tion of the seriously wounded man for surgery 
and support during surgery are impossible with- 
out whole blood. Our experiences substantiate 
this conclusion. Low titer type 0 blood should be 
used in emergency and type specific matched 
blood used when time allows. 

(2) Beecher has warned against overdosage 
of morphine in battle casualties. 

Statistics on eighty-five deaths are presented. 
Of these deaths overdosage of morphine was 
apparently contributory in eight. 

(3) In general, combinations of anesthetic 
agents is safer for seriously injured patients. 

(4) When time permits it is suggested that 
the patient be denitrogenized with oxygen when 
nitrous oxide and ether are to be administered. 

(5) Increased intra-abdominal pressure from 
muscle rigidity apparently aids in checking ab- 
dominal hemorrhage. When this protection is 
removed by anesthesia and incision of the peri- 
toneum there is apt to be increased hemorrhage 
with fall in blood pressure and shock. 
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AN EVALUATION OF THE METHODS 
OF SURGICAL TREATMENT OF 
DUODENAL ULCER* 


By R. L. SANDERs, M.D. 
Memphis, Tennessee 


During my thirty-five years of practice, a 
number of surgical procedures have been intro- 
duced for the treatment of duodenal ulcer. 
One by one, most of them have been discarded, 
until at the present time only three are being 
employed to any considerable extent: (1) gastro- 
enterostomy, (2) gastric resection and (3) va- 
gotomy. 

The importance of acids in the etiology of 
peptic ulcer is well recognized: it is generally 
accepted that without excessive stomach acids, 
ulcers rarely develop. The successful treatment 
of duodenal ulcer, therefore, depends upon the 
extent to which excessive gastric secretion and 
acidity are neutralized or controlled. 


Experiment has shown that normally ingested 
food stimulates gastric secretion yet neutralizes 
its corrosive capacity. Also, when the stomach 
isempty the secretion is diminished, the remain- 
ing acids being neutralized by saliva, mucus and 


regurgitated pancreatic and duodenal juices. The 


condition which leads to ulcer seems to be a con- 
tinuous secretion of acid in such quantities dur- 
ing the intervals between meals that the buffer- 
ing effect of the usual agents is inadequate. 
Dragstedt! has said: 

“In ulcer patients, the chief secretory abnormality 
lies not in the production of a juice with higher than 
normal acidity, nor even in the production of more 
normal juice in response to the usual stimuli, but rather 
in the secretion of abnormally large amounts of gastric 
juice in the intervals between meals, when the stomach 
isempty and there is no obvious stimulant.” 

The ulcer is formed by the corrosive action of 
this undiluted gastric juice upon susceptible 
areas of the mucosa. Once developed, moreover, 
it is believed that the ulcer itself acts as a 
stimulant to hypersecretion and hyperacidity. It 
is also well known that the mucous membrane 
of the antrum is to some extent resistant to this 


*Read in Section on Surgery, Southern Medical Association, 
Fortieth Annual Meeting, Miami, Florida, November 4-7, 1946. 
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digestive power of the active stomach acids, but 
beginning at the pylorus and continuing through 
the small bowel, the intestinal lining becomes 
increasingly susceptible. 


Dragstedt’s theory, incidentally, provides an 
explanation of the fact that not all ulcer pa- 
tients have a high gastric acidity. Conversely, it 
may likewise account for the fact that not all 
individuals with high gastric acids have ulcer. 

Both medical and surgical treatment are based 
upon these concepts, especially with respect to 
control of gastric secretion at night. They like- 
wise take into consideration the nutritional, 
chemical, hormonal, psychic and neural elements 
in the causation of the ulcerative process, com- 
mensurate with our present knowledge of these 
factors. 


The internist has been remarkably successful 
in counteracting the harmful effect of excessive 
acids on the gastric mucosa by the use of 
alkalies, frequent small feedings of diets con- 
taining an abundance of fat, intragastric drip 
therapy, gastric aspiration, antispasmodics and 
sedatives. A not inconsiderable number of pa- 
tients whose ulcers have healed under these 
measures, however, suffer from cicatricial ob- 
struction of the pylorus. In other patients, the 
ulcer perforates into the abdominal cavity, or 
it penetrates into major blood vessels, giving 
rise to repeated and at times massive hemorrhage. 
Still others have ulcers of the so-called intract- 
able type, which do not respond to any form of 
medical treatment. Again, approximately 50 per 
cent of ulcer patients have a combination of 
these complications, incident to both an anterior 
and a posterior lesion. When such complications 
arise, the ulcer becomes a surgical problem. 


The acutely perforating ulcer seldom permits 
any procedure more extensive than simple 
closure. Despite the fact that these patients 
frequently require subsequent surgery, the 
ultimate result is a secondary consideration. If 
feasible, measures should first be carried out to 
correct any chemical imbalance and nutritional 
disturbance; because of the likelihood of bac- 
terial peritonitis, however, operation should be 
performed within the first few hours after the 
perforation takes place. The longer the delay, 
the greater the danger of a fatal outcome. 
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I should like to make one point with ref- 
erence to the diagnosis of an acute perforation 
of an ulcer. This should be relatively easy from 
the physical signs alone, and may generally be 
confirmed by the roentgenographic demonstra- 
tion of air under the diaphragm and the presence 
of liver dullness. By no means, however, should 
one wait for this confirmatory evidence; a num- 
ber of perforated ulcers are accompanied by 
neither liver dullness nor evidence of air under 
the diaphragm until it is too late to save the 
patient. 


GASTRO-ENTEROSTOMY 


For uncomplicated cicatricial obstruction of 
the pylorus, gastro-enterostomy is, in my 
opinion, the treatment of choice. In view of the 
poor condition of most of these patients from 
persistent vomiting over a long period of time, 
this procedure is most desirable from the stand- 
point of immediate safety. Much of the danger 
may be obviated by intensive preparatory treat- 
ment. Nevertheless, there seems to be little 
valid reason for performing a more extensive 
operation, especially in patients beyond middle 
age. If the stoma is made sufficiently wide, the 
symptoms promptly subside and, the stomach 
acids being low, the patient has an excellent 
prospect of permanent relief. 


Of our 447 operations for duodenal ulcer, 192 
were gastro-enterostomies. The majority were 
performed between the years 1920 and 1932, and 
not all the ulcers of that group were of the 
cicatrizing type. Because of the likelihood of 
recurrence, however, within recent years we have 
seldom employed gastro-enterostomy for any 
other than cicatrizing ulcer. In the future, with 
more experience with vagotomy, it is quite pos- 
sible that gastro-enterostomy can be applied to 
ulcers complicated by repeated hemorrhage, with 
the assurance that the ulcer will heal and the 
hemorrhage will cease. 


The current surgical methods of treating in- 
tractable ulcer, bleeding ulcer and certain types 
of obstructive ulcers are designed to control 
acidity (1) by destroying the ulcer and acid- 
secreting tissue, establishing better drainage, and 
providing for regurgitation of more liberal quan- 
tities of pancreatic and duodenal juices, and (2) 
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by eliminating the hypermotility, hypersecretion 
and hyperacidity of the stomach. 


GASTRECTOMY 


Subtotal gastrectomy exemplifies the first of 
these operations. Not only in attacking the 
ulcer itself, but in promoting regurgitation of 
the alkaline digestive juices and facilitating 
drainage, this procedure should admirably suc- 
ceed in controlling acidity when applied accord- 
ing to the indications of the individual case. 
For primary duodenal ulcer, we have found that 
removal of 50 to 65 per cent of the stomach, fol- 
lowed by a retrocolic or an antecolic anastomosis 
with a fairly short afferent loop of jejunum, 
affords complete relief of symptoms and ade- 
quate protection against recurrence in the vast 
majority of cases. 


Within recent years, we have performed re- 
section in a total of 143 cases, of which 103 
were for primary duodenal ulcer. Of these 103 
patients, 87 have been followed for one year or 
longer. Of the 87, 85 per cent have been com- 
pletely relieved, approximately 11 per cent have 
been only partially relieved, and 3 or approxi- 
mately 3.5 per cent were not at all improved 
by resection. Hemorrhage and _intractability 
have each been our criterion for operation in 40 
per cent of the number, while obstruction was 
the chief reason in the remaining 20 per cent. 
We have found the results most successful in the 
obstructive cases and slightly less so in the hem- 
orrhagic cases, while resections for intractable 
ulcers have been followed by complete relief in 
only about 60 per cent and by partial relief in 
an additional 20 per cent. 


The results of resection for recurrent ulcer 
after a perforation, or for a gastrojejunal lesion, 
have been more gratifying. Of 38 patients in 
this group, 36 ha ’e been followed for a year or 
more. Three of the 36 have a slight nausea after 
meals, and 2 say they are unable to gain weight, 
but, otherwise, excellent function without symp- 
toms has been consistently reported. Most of 
these patients had slightly more extensive re- 
sections than those with primary ulcer. 


It is possible that removal of a larger portion 
of the stomach would have been more effective 
in a few of our primary resections for ulcer. 


( 
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We have been reluctant, however, to remove 
more than two-thirds because of the possibility 
of subsequent nutritional disturbances. Some 
degree of anemia and weakness, and an in- 
ability to gain weight has been a common com- 
plaint of the 11 per cent of our patients who 
obtained only partial relief. Again, most of these 
patients have been definitely among that nerv- 
ous, unstable group of individuals who have 
always presented a therapeutic problem to both 
internist and surgeon. 


VAGOTOMY 


Within recent years, a sufficient amount of 
experimental and clinical evidence has been in- 
troduced to indicate that the second of our 
present surgical methods of attacking intract- 
able ulcer, that is, elimination of the hyper- 
motility, hyperacidity and hypersecretion of the 
stomach by complete section of the vagus nerves, 
may be the answer to most of these problem 
cases. Possibly it is the lost link in the chain 
of ulcer events. That there is a neural in- 
fluence in duodenal ulcer seems to be unques- 
tioned. In the first place the quantity and, in 
some cases, the quality of gastric secretion is 
increased during periods of fasting, particularly 
at night. In the second place, section of the 
vagus nerves brings about a conspicuous reduc- 
tion in this secretion, with a concomitant reduc- 
tion in the tonus and hunger contractions of the 
stomach and relief of pain.!2345 Dragsted! ob- 
served that vagotomy reduced the night secretion 
of acid from 50 to 60 per cent, and that the 
motility of the stomach was reduced but not 
abolished by vagotomy. He did not find any 
evidence of a similar decrease in motility of the 
intestines, but rather a tendency toward in- 
creased peristalsis. Moore et alii* observed a 
change in free acid values from normal or ele- 
vated to zero throughout the greater part of 
the 24-hour period after vagus section. They 
also reported a marked delay in emptying of 
the stomach, the time varying from 12 to 24 
hours, as well as a temporary lessening of in- 
testinal peristalsis. 


Grimson and his co-workers reported a re- 
duction of an average of 946 c. c. of night secre- 
tion before vagotomy to an average of 342 c. c. 
following the operation upon 17 patients. In 
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addition, the acidity of the secretion of the fast- 
ing stomach was materially reduced, as was also 
gastric motility, retention lasting 4 to 6 hours 
or longer. He pointed out that the decrease of 
acidity of the fasting stomach was least in 5 
patients with the greatest obstruction by scar 
tissue, indicating the necessity for a comple- 
mentary gastro-enterostomy. 


Physiologically, complete section of the vagus 
nerves seems to be sound, in that the procedure 
is followed by an abolition of the stimulating 
effect of hypoglycemia upon the secretory re- 
sponse of the stomach. To determine this effect, 
the patient is given 20 units of insulin intra- 
venously prior to operation, the Levine tube 
having been placed in the stomach, and esti- 
mations of the blood sugar and gastric secre- 
tions are made every ten minutes. After thirty 
to forty minutes, a hypoglycemia will be ob- 
served. At the same time, a rise of free hydro- 
chloric acid and combined acids will be apparent 
from the aspirated stomach contents; within 
an hour, this may reach an extremely high level. 
Upon applying the test again two weeks after 
complete vagotomy, the patient will still develop 
hypoglycemia, but without an increase of gastric 
acids. Obviously, the hypoglycemic state, 
through its stimulating effect upon the central 
nervous system, gives rise to impulses over the 
vagus which stimulate the production of acid 
in the stomach and thus produce hyperacidity 
and hypersecretion. After the vagus nerves have 
been severed, the hypoglycemic state continues 
to stimulate the central nervous system; the 
pathways having been interrupted, however, the 
stimulus does not reach the acid secreting 
glands of the stomach and thus there is no 
hyperacidity, hypermotility nor hypersecretion. 


The choice between the abdominal and trans- 
thoracic approach seems to be a matter of per- 
sonal preference. Some surgeons employ the 
latter. Dragstedt® has practically abandoned the 
transthoracic route in favor of the abdominal, 
having found that the abdominal is followed by 
a more comfortable convalescence and post- 
operative complications are less likely to develop. 
It is advantageous, moreover, in that one may 
make a gastro-enterostomy, if necessary, at the 
same operation and without an additional in- 
cision. Or, if the ulcer is found on the gastric 
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side of the pylorus, resection may be performed. 
One experiences little difficulty in grasping and 
severing all the nerve bundles by making for- 
ward and downward traction upon the esoph- 
agus. After incising the peritoneum over the 
lower end of the esophagus, the index finger is 
passed through the diaphragm beside the esoph- 
agus and the latter is completely freed from the 
margins of the hiatus opening, and drawn down. 
The nerve filaments, being inelastic, may then 
be detected by the sense of touch as tense bands, 
the right posteriorly and the left anteriorly, and 
easily grasped, ligated and divided. The esoph- 
agus is carefully explored all around with the 
finger to determine whether all the filaments 
have been severed before being dropped back 
into its normal position. No effort is made to 
close the peritoneal incision. 


Before undertaking this operation, we tried 
it upon a few cadavers, first dividing the nerves 
through an abdominal incision, then opening 
the chest and exploring the area above the 
diaphragm. It was found that the section had 
been complete and had been made at the proper 
level through the abdominal incision. 


The postoperative complications incident to 
vagotomy are largely referable to the respiratory 
tract. The danger is materially reduced, how- 
ever, by allowing the patient to be out of 
bed for increasing periods after the first 24 hours. 
The mortality has been low. Moore‘ and his 
associates reported no fatalities in the 12 cases 
comprising their series, nor were there any 
deaths in Grimson’s® group of 17. Dragstedt® has 
had 2 fatalities in over 100 cases. There have 
been no deaths in our small group of cases. 


The adverse effects of vagotomy arise from 
loss of tonus of the stomach. Postoperative dis- 
tention may be overcome by the use of the in- 
dwelling tube and, if necessary, the tube may 
be replaced from time to time until the tonus 
is restored. In the presence of obstruction at 
the pylorus, a gastro-enterostomy may be per- 
formed at the same time. 


Nerve resection for duodenal ulcer is not a 
new operation. A number of surgeons have long 
made an effort to control ulcer symptoms by 
dividing the vagal fibers below the diaphragm 
in performing subtotal gastrectomy. We are 
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familiar with Dr. Crile’s attempts, several years 
ago, to solve the problem by denervation of the 
suprarenals. The principle has been applied to 
a variety of other complaints as well; for ex. 
ample, the use of presacral nerve resection for 
relief of dysmenorrhea. On the whole, these pro- 
cedures have ultimately been disappointing in 
that the symptoms have returned after months 
or years. The mechanism by which the symp. 
toms return after interruption of the sympathetic 
and parasympathetic fibers is not known. Zin- 
ninger’ suggests that it may be due to incom- 
plete division or to regeneration of the fibers, 
or to the fact that the organ regains some new 
type of innervation or becomes more or less 
autonomous. Reinhoff* suggests that it may be 
due to an anastomosis between the parasympa- 
thetic fibers of the vagus nerve and the sympa- 
thetic trunk. He says that the extent of the 
interchange of fibers between these two sys- 
tems has not been demonstrated, nor the level 
in the cervical or thoracic regions at which the 
intermixtures of fibers occur, thus one cannot 
be certain that cutting the vagus nerve just 
above the diaphragm interrupts all the para- 
sympathetic fibers. 

That vagotomy does, as a rule, bring about 
prompt relief of pain, an improvement in appe- 
tite and a gain in weight, with actual healing of 
the ulcer as demonstrated by roentgenograms 
and gastroscopy, is extremely encouraging. The 
procedure obviously has no place in the man- 
agement of acute perforating ulcers, or in 
chronic cicatrizing ulcers with pyloric obstruc- 
tion and low acid values. Nor is it a substitute 
for resection in the presence of massive hem- 
orrhage, though Dragstedt! © says that it may be 
employed with success for ulcers complicated 
by repeated small hemorrhages. Vagotomy is 
likewise unsuitable for gastric ulcer, in that one 
cannot be sure whether these lesions are malig- 
nant. The procedure is particularly applicable 
to intractable or recurrent duodenal ulcers, es- 
pecially in young individuals, and to gastro 
jejunal ulcers. Even here, however, the psychic 
element may be so strong that neither vagotomy 
nor any other surgical procedure will be curative. 


We have performed a vagotomy in only a few 
cases, but from this limited experience and from 
results reported thus far by other surgeons, we 
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feel that the method is well worthwhile for the 
unfortunate possessors of recalcitrant or re- 
current ulcers, and thus should be welcomed by 
the internist, who heretofore has found in them 
one of his chief medical problems, as well as by 
the surgeon, who has found in them most of his 
disappointments. 
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DISCUSSION (Abstract) 


Dr. Leonard W. Edwards, Nashville, Tenn—Gastro- 
enterostomy is indicated only in that group of cases 
in which the patient has obstruction of the pylorus 
which is permanent in character and due to fibrous 
tissue. No active ulcer is present in the duodenum with 
an achlorhydria or at least a very low acid in the 
stomach. The operation is an ideal procedure in such 
cases. Subtotal gastrectomy has proven most satisfactory 
when surgical treatment is indicated in duodenal ulcer. 


In the last one hundred cases in which this operation 
was done, we have had only one death and the 
occurrence of marginal ulcer had been confined to two 
cases. We think it is important to remove the ulcer 
and while one may have difficulty in closing the duo- 
denum, this can be done in practically all cases without 
complications, and I think Dr. Sanders’ advice on that 
point is sound. We have been doing the Billroth 2 type 
of resection as described by Dr. Brooks some years 
ago. To prevent marginal ulcer we think it important 
to remove the entire lesser curvature, and to do this 
it becomes necessary to close the cut end of the stomach 
and establish continuity of the tract by a gastro- 
enterostomy. This operation results in good function 
of the stomach with normal emptying time, reduces 
hypermotility and hypersecretion and these are the 
changes apparently necessary to prevent recurrence of 
ulcer. We, therefore, agree with Dr. Sanders that 
Partial gastrectomy should be done in all cases of duo- 
denal ulcer requiring surgery and that gastro-enterostomy 
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should be used only in elderly persons with permanent 
fibrous tissue stricture of the pylorus. 


My experience with vagotomy in the treatment of 
duodenal and marginal ulcers is limited to three cases 
at the present time. In a case of marginal ulcer in which 
the patient was disabled because of severe pain and 
recurrent hemorrhages, transthoracic vagotomy was 
done with excellent results. The pain was relieved im- 
mediately. In another case operated upon by Dr. 
McCracken, a transthoracic vagotomy was done for 
marginal ulcer because of severe pain and bleeding. At 
the end of sixty days, the patient showed no evidence 
of ulcer by x-ray examination and has been relieved 
entirely of pain. Another patient operated upon a 
week ago is convalescing smoothly and has been re- 
lieved entirely of pain. It is to be hoped that vagotomy 
will prove to be a satisfactory procedure for a permanent 
cure of ulcer and that fewer radical resections of the 
stomach will be necessary. 


Dr. Sanders (Closing).—When Dr. Dragstedt intro- 
duced vagal resection he initiated a third era in the 
surgical treatment of duodenal ulcer. The first era was 
that of gastro-enterostomy, whereby the ulcer was 
merely short-circuited. The second era was that of 
resection, which attacked the ulcer itself and removed 
a large part of the acid secreting portion of the stomach 
as well. In this new era, treatment is based upon the 
conception of ulcer as a psychosomatic disease. No 
attack is made upon the ulcer directly, but rather in- 
directly, through an interruption of the neural path- 
ways. Vagotomy removes the stimulus which gives rise 
to gastric hyperacidity and hypermotility, which in turn 
give rise to ulcer. The procedure which best controls 
these two factors is apparently the one which best re- 
lieves the patient. From the phenomenal symptomatic 
response to vagal section, it would seem to be on a 
sound basis. 


One consideration is that the stomach may become 
too flaccid and the patient may thus be troubled with 
distention following operation. This condition usually 
corrects itself within a short time; if atony and dis- 
tention persist, however, they may be overcome by 
gastro-enterostomy. 


I think one of the important things we have to 
decide is whether we should perform gastro-enterostomy 
in the first place, not only because of the possibility of 
atony, but because of possible obstruction after opera- 
tion. One cannot always foretell the degree to which 
obstruction will persist. When one encounters an 
inflammatory mass as large as a lemon, which is almost 
entirely occluding the pylorus, I believe gastro-enter- 
ostomy is advisable. 

This is an advantage of the abdominal approach. One 
can see the type and extent of the pathology in the 
stomach, rather than rely solely upon the roentgenogram. 
Then one can judge more accurately whether the ob- 
struction is likely to persist indefinitely after operation. 
Another advantage is that one can see whether the 
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lesion is a duodenal or gastric ulcer, and if the latter, 
whether it is malignant. 

Whether the results of vagotomy will be lasting re- 
mains to be seen. The nerves having been divided 
through the trunks, the patient should be safe from 
the secretion of acids in sufficient quantity to lead to 
a recurrence of ulcer symptoms. Moreover, since 
duodenal ulcer is in a sense a self-sustaining disease, 
the nervous element in its development and maintenance 
being incited by its very presence, healing of the ulcer 


following vagotomy serves to break the vicious circle’ 


and thus to reduce the danger of recurrence. 

From the experience of those who have been em- 
ploying the procedure over a period of years, we have 
good reason to expect that the results will be permanent. 
In any event the response has been so gratifying and 
the risk so slight that we do not feel justified in 
denying its promise of relief to any ulcer patient who 
has not been benefited by medical treatment. 


THE DIAGNOSIS AND TREATMENT OF 
PEPTIC ULCER* 


By JosepH W. Lartmore, A.B., M.D. 
St. Louis, Missouri 


The continued effort to find the definitive 
etiology and final treatment for peptic ulcer 
has caused a large measure of confusion in its 
practical diagnosis and treatment. There is 
consensus only that the secretions of the stom- 
ach, the activity of which is expressed by the 
presence and level of the hydrochloric acid, are 
fundamental in producing and maintaining ul- 
ceration, and that the control of the acid se- 
cretion will eliminate its detrimental excess and 
also thereby limit the activity of pepsin. No 
evidence of diminished or altered viability of the 
tissues is known and all experimentation has 
shown that the activity of the secretions must 
be prolonged to effect ulcer and stop healing 
processes. Hydrochloric acid characterizes the 
normal environment of the gastric mucosa. 

In the surfeit of ideas about peptic ulcer the 
dynamically progressive life history of ulcer as 
related to diagnosis and treatment is relatively 
submerged and little consideration given to the 
status of ulcer in the individual patient. A 
glance at the last two decades or longer reveals 
a succession of fads in treatment based upon 


*Read in the Section on Gastroenterology, Southern Medical 
— Fortieth Annual Meeting, Miami, Florida, November 
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pertinent but over-emphasized facts. 

these may be mentioned the histidine injection 
therapy, milk protein injections, special antacids, 
hydroxide aluminum gels, kaolin, trisilicate of 
magnesia, alkyl sulphate, gastric mucin, the 
continuous drip, and recently protein hydrolysate 
and normal human gastric juice. Reports of 
excellent studies by the profession are exploited 
commercially until the use of the agents pro- 
posed becomes a mass experiment poorly docu- 
mented and controlled, and never analyzed ex- 
cept by ultimate acceptance of its futility, when 
it is finally replaced by a new offering. 


A review of the basic facts of ulcer diagnosis 
and treatment may be timely. The diagnosis of 
peptic ulcer presently suffers from an un- 
analytical development of the individual clinical 
history and prompt and too great reliance upon 
the laboratory. 


Uncomplicated ulcer gives a characteristic 
anamnesis and that of duodenal ulcer is the 
most typical of any disease of the gastro- 
intestinal tracts. Complications will alter the 
clinical history materially and the more or less 
remote past must be explored to develop the 
characteristic anamnesis. Too often any post- 
prandial or interdigestive pain is presumed to 
be of ulcer origin and immediate recourse is had 
to limited x-ray of the stomach and duodenum 
as a confirmative measure rather than to com- 
plete gastro-intestinal investigation as a scien- 
tific compilation of data for diagnostic deduc- 
tions. Ulcer pain in the uncomplicated disease 
is unequivocally related to the digestive function 
and the intake and disposal of food by the 
stomach. In duodenal ulcer the complaint will 
occur definitely when the stomach has disposed 
of food and is empty and will be described by 
the patient as acute pain or burning with vari- 
ations according to the perceptive reactivity of 
the individual. Timing varies little and the 
sequence is imitated only by duodenitis which, 
however, has not the night pain characteristic 
of duodenal ulcer. Gastric ulcer pain varies 
more because the location in the stomach will 
modify the pain response. Nausea and vomit- 
ing occur frequently in gastric ulcer, although 
absent from the duodenal ulcer with no pyloric 
embarrassment. Pyloric embarrassment or ob- 
struction will alter the immediate symptom- 
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atology, which is then little more than diagnostic 
of that gastric motor impairment, whether pro- 
duced by a prepyloric or a postpyloric lesion. The 
food stasis exhibited by the vomitus resulting 
from obstruction is distinctive and different from 
the recent food vomited by reason of mere irri- 
tability. The demonstration of hydrochloric acid 
in vomiting regardless of titration is favorable to 
the diagnosis of ulcer as against cancer and 
microscopy may reveal evidences of stasis by 
sarcinae and bacilli as against the negative 
findings in irritative vomiting. The pathogno- 
monic inference of pyloric obstruction from vis- 
ible gastric peristalsis is usually by-passed for 
roentgenologic evidence. The significance of 
pain upon movement and jolting as pertinent 
inference of peritoneal irritation by ulcer pene- 
tration is little noted. These former criteria 
seem now of little use with direct evidence of 
the x-ray and gastroscope. 


With the use of our present armamentarium, 
however, ulcer seldom escapes diagnosis unless 
masked by coincident abdominal disease. De- 
tails in the objective diagnosis may give rise 
to differences as to the status of the lesion, and 
the differentiation of benign ulcer and ulcer- 
ating cancer seems to find no consensus. In 
the greater number of ulcer craters there is 
either the definite evidence of the associated 
hyperplasia of cancer or its absence. A di- 
agnostic doubt should remain in only a small 
percentage of cases and most of these may be 
resolved by observing the response to medical 
treatment. Lesions of the antrum present the 
greater difficulty but the persistence of acid 
secretion and the responses to treatment will in 
these further reduce the percentage of diagnostic 
dilemma to a figure little more than that of 
the general operative mortality in gastric surgery. 
Differentiation of the benign ulcer and the ul- 
cerating cancer can be made with infrequent 
recourse to diagnostic operative exploration and 
the benign ulcer may be treated medically with- 
out fear that the patient is liable to cancer from 
that source. Any other approach is medical de- 
featism. With persistent active gastric secre- 
tions it is even possible that surface can- 
cerous change in the mucosa of the stomach may 
mitiate and be replaced by simple ulcer. In 
the roentgenology of benign ulcer there is the 
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evidence of destruction without tissue growth 
and in ulcerating cancer the evidence of hyper- 
plasia, with digestive destruction or necrosis 
within this. Benign ulcer, to create gross in- 
durative changes, would have the long typical 
history. 

The treatment of peptic ulcer should be man- 
aged in two phases: first, the lesion must be 
healed. The lesion of peptic ulcer is but the 
dangerous manifestation of the whole disorder. 
Second, the pathological background of the ul- 
cerative process must be reconditioned. The 
disorientation of the secretions to physiologic 
demands is fundamental and constitutes the 
comprehensive character of the whole disease, 
rather than being the mere prodromata. 

That the ulcer crater will disappear with the 
control of gastric acidity, and thereby the ac- 
tivity of pepsin, has been demonstrated roentgen- 
ologically through several decades. This is so 
conclusively proven that the use of antacid 
therapy along with any other agent, experimental 


‘ or otherwise, vitiates the observations as to the 


efficacy of that agent. The most frequent re- 
course in treatment is to the Sippy diet and 
the Sippy powders. These were epochal ad- 
vances in the management of peptic ulcer but 
were devised in the preroentgen era for the 
treatment of more advanced ulcer than the un- 
complicated early ulcer which is most frequently 
recognized today. Neutralization remains the 
sine qua non of treatment in active ulceration 
and it may be accomplished with simple agents. 
A mixture of calcium carbonate, bismuth sub- 
carbonate and soda bicarbonate with the added 
calcined magnesia sufficient to bowel function, 
is fully effective. No alkalosis need be feared 
from this combination. Hyoscine in small dosage 
will be found serviceable and often superior to 
atropine as a vagus sedative. These drugs will 
not diminish mucous secretion. Neither an as- 
tringent property nor a coating effect is a 
needed characteristic of any antacid. The mu- 
cus which characterizes and names the mucous 
membranes is the natural provision against con- 
tinued adherence of any foreign substance. 
The diet of ulcer may be very liberal and 
normal. Without gastric motor impairment only 
raw, sour and spiced foods need be eliminated. 
A dry diet rather than soups and other liquid 
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foods will take up the gastric secretions more 
readily. A liberal diet will provide adequate 
nutriment in proper form. The very active and 
effective gastric secretions will most promptly 
hydrolize the protein content, doubtless better 
than any “in vitro” process of hydrolysis. Hos- 
pital diets are too often arranged in a progres- 
sion based upon the fear of trauma or distention 
and unrelated to the status of ulcer or to the 
adequacy of gastric motility. Intermediate feed- 
ings are useful during the healing of the lesion. 
This period will last from four to eight weeks. 
The comfort of the patient is no criterion of the 
extent of progress. But continued discomfort 
and pain or other symptoms are evidence of in- 
adequacy. The facility with which comfort 
usually may be given the patient with uncompli- 
cated ulcer is the great obstacle to ulcer man- 
agement. The patient needs to understand the 
difference between the absence of pain and the 
actual cure by reversal of the chronicity factors 
for ulcer. With healing of the lesion, and this 
is more readily demonstrated with gastric than 
duodenal ulcer, the management of the patient 
should be changed to the second phase of treat- 
ment to provide for reconditioning of the gastro- 
duodenal functions to the normal cyclic manner 
of digestion which leaves a quiescent inter- 
digestive period for recuperation and healing of 
the tissues. Intermediate feedings are now 
omitted and the antacid is discontinued and a 
dietetic regimen of three balanced meals is ar- 
ranged with only water between meals. Any 
recurrent symptoms may be treated by return to 
occasional antacid and the patient should be 
cautioned of the possibility of symptoms at the 
change of the seasons when, in the temperate 
zone, there is a quantitative somatic redistribu- 
tion of circulation by the body’s temperature 
regulating mechanism. The dietetic discipline 
to secure cyclic function and the interdigestive 
quiescence of gastric secretion must be rigor- 
ous, and it is difficult for the ulcer victim to 
persist unless by understanding and sufficient 
review through the efforts of the physician. 
This second phase is continued indefinitely. 


This reconditioning of the secretory responses 
of the stomach constitutes the real cure of the 
disease. The stability of the autonomic nervous 
system in effecting the homostasis of visceral 
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function and in this particular in effecting the 
physiologic response of gastric secretion to de. 
mand is the foundation of the health -of the 
gastroduodenal segments. The functional re. 
activity of the autonomic system exists on the 
distal or peripheral level of simple reflexes and 
hormonal effects, and is relatively seldom in. 
fluenced from the higher levels, certainly not in 
any continuous pattern. Fortunately these se. 
cretory responses are only with difficulty chron- 
ically disoriented. Prolonged irregularity of 
gastric use and abuse will result in continuous 
secretion. As a corollary to the primary sta- 
bility, the responses when once unconditioned 
are only with prolonged effort and discipline 
reconditioned to simple physiologic response. 
Any abnormal pattern of reactivity having once 
existed is abolished with difficulty and will then 
recur with greater ease. The disorientation of 
the secretion is in the last analysis the actual 
disease without which chronic ulcer will not 
develop, and in the absence of which the fre- 
quent traumata from somatic-or mere surface 
agents will promptly heal, giving only slight 
transient or no symptoms. Such transient epi- 
sodes in the life of the stomach and duodenum 
are common to all individuals. In support of 
this concept pathologists report the finding of 
as many healed ulcers or scars as active lesions 
in general autopsy material. Management of 
chronic peptic ulcer upon these premises has 
been highly satisfactory. 

The ambulatory manner of treatment of un- 
complicated ulcer has been unequivocally suc- 
cessful and at present needs little defense or 
justification, especially when bed rest generally 
as a part of all therapy is under question and 
in consequence of which the laparotomized or 
even the gastrectomized patient is urged out of 
bed after few postoperative days. Only hem- 
orrhage, and peritoneal irritation, other than 
frank surgical episodes are indications for bed 
rest in the ulcer patient. 


- Among the complications of ulcer, pyloric ob- 
struction is the most frequent. The pathological 
factors of this are usually acute and reversible 
under treatment. Gastrectasia in most cases may 
be effectively reduced and gastric motor com- 
pensation established by continued gastric de- 
compression. This may be done by the im 
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dwelling tube or by repeated intubation. Ex- 
treme dilatation and retention have been re- 
lieved by aspiration done twice daily in the 
office. During the process, food ingestion and 
fluids are limited and only increased gradually, 
as diminishing recovered gastric contents indi- 
cate a favorable retained balance pointing to 
recovering gastric motility. If this management 
of pyloric obstruction is pursued, few cases 
will be found to have fixed pathological causa- 
tive changes which require surgical interference. 


Hemorrhage is the second most frequent com- 
plication of ulcer. It often occurs suddenly in 
terrifying amount. Hemostasis becomes the im- 
mediate objective of treatment. Treatment is 
at first largely negative and therefore difficult. 
No active measure should be instituted in the 
absence of actual shock. Transient syncope and 
persisting low blood pressure, even with sweat- 
ing, thirst and minor dehydration are physio- 
logic reactions to the loss of blood and serve 
the purposes of hemostasis. Recumbent rest 
and indicated sedation only are immediately 
necessary. Transfusion should not be used in 
the absence of actual shock. It may be ob- 
served that latterly there has been almost no 
opportunity by reason of ready and indiscrimi- 
nate use of transfusion in the treatment of 
hemorrhage, to observe or become familiar with 
the energy and speed of normal hemopoiesis. 
Hemorrhage in peptic ulcer occurs in the pres- 
ence of a normal hemopoietic system, and in 
the end, the individual must wholly recreate his 
complement of erythrocytes. 


After the initial inactive short period of 24 
hours or less following hemorrhage, the active 
treatment of the ulcer may be instituted. 
Hemorrhage occurs only because the active de- 
structive peptic process of ulceration is un- 
hindered and has opened a vessel. To stop the 
ulcerative process and promote healing is the 
essential consideration. Initiation of granula- 
tion will preserve initial hemostasis. Diet and 
neutralizing agents are necessary for that pur- 
pose. Many Americans had used early liberal 
feeding in hemorrhage cases before the excellent 
exposition of its usefulness by Muelengracht. So 
far these remarks have dealt with the medical 
Status of ulcer. Chronic peptic ulcer reaches a 
Stage for surgery only by reason of irreversible 
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anatomical pathologic change. Surgery basically 
can only extirpate disease and replace unphysio- 
logic anatomical disease by functional anatomical 
adjustments. Surgery for purely physiologic at- 
tainment of the control of secretions is not yet 
attained. 


Medical failure as an indication for operative 
interference in ulcer, unless supported by the 
demonstration of anatomical chronicity factors, 
is without definition. Only the attending phy- 
sician can responsibly evaluate the adequacy 
of treatment or the manner of cooperation of the 
patient. No consultant, without unequivocal 
demonstration of anatomical reasons for failure, 
can advise surgery. The intractable case must 
be re-examined for such objective evidence. If 
this is not found the medical regimen should 
be reorganized. 


Hemorrhage which does not respond to medical 
measures is promoted by irreversible pathological 
progression. With opportunity before or after 
the hemorrhage this status should be possible of 
objective demonstration and this constitutes the 
real indication to surgery. Seldom does intract- 
able bleeding occur from a major vessel in an 
early ulcer. Even repeated hemorrhage, in- 
tractable to medical treatment, should suggest 
the advance of the ulcer to an irreversible sur- 
gical condition. Surgery becomes then the sur- 
gery of complicated ulcer and not merely the 
surgery of hemorrhage. 


Perforation is considered an unequivocal in- 
dication for prompt surgical interference. How- 
ever, it is interesting that recently there has been 
reported from England! a large series treated 
with reported success by wholly medical means. 


This discussion may appear like an over- 
simplification of the peptic ulcer problem. It 
is a firm basis from which to proceed in the care 
of the ulcer patient and upon which to super- 
impose accessory measures. With this view it 
will protect from any dependence upon the 
limited value of single measures and will offer a 
control program for the observation of further 
studies of etiology and treatment. 

The diagnosis and treatment of peptic ulcer 
are wholly a medical problem and the differenti- 
ation of gastric ulcer from gastric cancer may 
be made with adequate study. Medical treat- 
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ment is based upon control of the secretions and 
is best divided into two phases, the first for 
neutralization of the acid, and the second for 
reconditioning of the physiologic factors of se- 
cretion. Surgery becomes necessary for the 
correction of irreversible anatomical pathology. 


REFERENCES 
1. Taylor, Herman: Lancet (Aug. 28), 1946. 


DISCUSSION (Abstract) 


Dr. Edgar M. Dunstan, Atlanta, Ga—The evidence 
available strongly indicates that increased secretion of 
hydrochloric acid is the major factor in this disease 
and that nervous and emotional factors, as well as 
prolonged irregularity of gastric use and abuse, are 
most important in causing the fundamental change from 
the normal intermittent flow of gastric juice to the con- 
tinuous pattern of peptic ulcer. The observations of 
Wolf and Wolff and the recent correlations of Draper 
in this connection are interesting. 

The major difficulty in the diagnosis, as indicated, is 
the differentiation between the benign ulcer and ulcer- 
ated cancer of the stomach. It seems reasonably well 
accepted by internists that once an ulcer is benign it 
has very small chance, perhaps less than 1 per cent, of 
becoming malignant. In support of this idea attention 
is called to the report of Dr. R. C. Brown’s series in 
the Journal of the American Medical Association and 
other similar reports, most of which are summed up in 
Bockus’ recent textbook of gastro-enterology. 

This imposes upon us the responsibility of being able 
to say whether or not an ulcer is benign. If benign, 
there is minimum need possibly for surgery; whereas, 
if malignancy can be established at once, even though 
the ulcer is small, of course, surgery should be done 
at the earliest possible date without even a trial at 
therapy. 

With reference to some of the difficulties involved 
here, an article by Portis and Jaffe supports the idea 
that there are just as many benign ulcers as malignant 
ulcers in the lower portion of the stomach, the differ- 
ence being that the malignant stay and are located; 
whereas, the benign ulcers heal and leave only small 
scars which are found at post-mortem. Also, Dr. Louis 
(Gregory) Cole, in a discussion of this subject, says 
that for every malignant ulcer, he can show you in the 
same location a benign ulcer and he discounts the sig- 
nificance of location as helpful in calling an ulcer benign 
or malignant. This means that with improvements in 
methods of diagnosis, more benign ulcers in the lower 
portion of the stomach (that is, the antral portion) will 
be located and, therefore, if these can be identified as 
being benign, there may be less need for radical surgery. 

In considering the treatment of peptic ulcer, because 
of the paramount necessity of evaluating and thoroughly 
instructing the patient, it is believed, when possible, that 
a preliminary period of hospitalization of approximately 
three weeks, in a well ordered hospital, is of distinct 
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advantage here just as it has been found useful in the 
initial stages of treatment of the diabetic patient. This 
will tend to insure the physical and mental rest which 
are essential, and provides ample time and opportunity 
for reassurance and sympathetic understanding, which 
are the basis of the psychotherapy needed to restore the 
sympathetic-parasympathetic balance. Quoting from 
Dr. J. B. Carey of the University of Minnesota: “There 
is perhaps no other disease in which the doctor-patient 
relationship is so important. An editorial in the British 
Medical Journal states that it has taken the medical 
profession a long time to learn that neither the dramatic 
intervention of surgery nor the elaborate ritual of an 
alkaline diet can banish the constitutional tendency to 
peptic ulceration. To separate the ulcer patient from 
his diathesis is like severing the fisherman from his soul, 
and until we learn some new secret of nature. we must 
be content to try to teach the patient how best to live 
at peace with his ulcer, and to do this he must probably 
learn how to live at peace with himself.” Tobacco and 
other stimulants should be omitted. These measures and 
the use of belladonna derivatives, should effectively 
reduce the secretion of the gastric glands. 

The problem of neutralization of the secretions with 
milk and cream mixtures, food, and alkaline powders, 
together with the evaluation of the amount of retention, 
can be easily carried out in the hospital and its discipline 
is of great value to the patient in the overall understand- 
ing of his problem. In the hospitalization period the 
simple, time-honored powders are practical. At bed 
time, I prefer the use of hydroxide aluminum gels, along 
with tincture of belladonna, believing that there is less 
so-called “acid rebound” than by the use of food. 


After the patient leaves the hospital it is well to con- 
tinue the intermediate feedings of milk and cream for 
another three to five weeks and the alkaline powders 
for a still longer period. Here again I prefer the hy- 
droxide aluminum gels. The use of these in the form 
of tablets is a very convenient method of having avail- 
able for immediate use a good neutralizing agent in case 
of recurrent minor symptoms. 


Dr. Marvin Smith, Miami, Fla—It is agreed that 
peptic ulcer appears only in the presence of acidity, 
and the healing process takes place only in an alkaline 
medium or when the gastric contents are neutral. 

It seems to be merely splitting hairs to argue whether 
the hydrochloric acid in the gastric juice or the pepsin 
is more to blame for most of the actual digesting of 
tissue in peptic ulcer. 

Diet is probably more important in the medical 
management of ulcer than medication. Whole milk when 
given to an ulcer patient forms a heavy coagulum in 
the stomach and that hard lump traumatizes the sensi- 
tive gastri¢ mucosa and also the ulcer itself if the 
ulcer is in the stomach wall. Eventually the casein 
breaks down and passes out of the stomach. Forty 
per cent cream diluted with water does not form @ 
heavy lump in the stomach and gradually brings down 
the acidity and promotes the healing process; olive oil 
and other fats also are useful in making up an ulcer 
dietary. 
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German records reveal that between 1917 and 1934 
there was a marked increase in the number of peptic 
ulcer cases, believed to be due to scarcity in the diet 
of butter fat and other nutritious oils. 

During 1933 while I was at work with Prof. Finsterer 
in Vienna, he explained his ulcer diathesis theory briefly 
as follows: certain individuals are born into this life 
with an over development of the hydrochloric acid glands 
and a corresponding over production of acidity in the 
stomach and therefore a congenital tendency to peptic 
ulcer. 

Citrus fruit and juice should never be given in the 
diet of an ulcer patient. Its reaction never changes in 
the stomach, no matter how long it remains there; it is 
burned into alkaline carbonates only when it reaches 
the terminal ileum. Therefore it could not possibly 
advance the healing process of the ulcer. 

For my own satisfaction I like to arrange practically 
all secretory stomach complaints into three groups, 
namely: high acids, low acids and normal acids. The 
many variations from these classifications may be 
looked upon as variations in degrees of stomach 
chemistry. High acid patients are traveling in the 
direction of acid gastritis erosion, peptic ulcer hem- 
orrhage and perforation. 

Low acid patients are traveling in the direction of 
compensatory diarrhea, atrophic gastritis, pernicious 
anemia, and cancer. 

Normal acid patients may, by various indiscretions 
and excesses, turn in either direction and develop a 
typical ulcer or cancer syndrome. 


ACUTE DIARRHEA IN INFANCY AND 
CHILDHOOD* 


By Fetrx Hurtapo, M.D., FA.A.P.* 
and 
Arturo J. M.D., F.A.A.P.4 
Havana, Cuba 


The morbidity and mortality of diarrheal dis- 
eases in infancy and childhood has decreased 
considerably in certain localities during the past 
thirty years. However, this remarkable ac- 
complishment in child welfare and public health 
has not been reproduced in many other nations 
where a large number of infants still succumb 
every year from gastro-enteric disorders. 


Even in those countries where the incidence 


*Read in Section on Pediatrics, Southern Medical Association, 
Fortieth Annual Meeting, Miami, Florida, November 4-7, 1946. 
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of infantile diarrhea has been greatly reduced, 
severe cases continue to have a high mortality. 
This and the diversity of opinions still preva- 
lent among pediatric schools of different coun- 
tries in regard to etiology, pathogenesis, and 
treatment, give ample proof that the problem is 
far from being solved. 

In the present paper we wish to bring to you 
an outline of our own concepts of the subject 
based, not only upon the reports of authorities 
from various countries, but also upon several 
years of personal clinical observation and upon 
the work of a number of colleagues who have 
contributed to, the better knowledge of these 
disorders in Cuba. The large clinical material 
which unfortunately we continue to have off- 
sets to a certain extent technical deficiencies 
inherent in an absolute lack of economic support 
for research purposes. 


CLASSIFICATION OF DIARRHEAL DISEASES 


No classification can be perfect when there 
are still obscure points on the subject. In ad- 
dition to this limitation, quite often a combina- 
tion of factors play a part in the etiology of a 
given case. Nevertheless in the following 
classification a fairly complete list of the ac- 
cepted causes of diarrhea is included and the 
need for etiologic diagnosis is stressed. From 
the practical standpoint it is often difficult to 
determine offhand the cause of many cases of 
diarrhea. For this reason a symptomatic classsi- 
fication is convenient. It should be realized 
that every symptomatic type of diarrhea may be 
due at times to almost any one of the etiologic 
factors included. There is no doubt, however, 
that as a rule certain types are more often due 
to some causes than others. 

Our classification of diarrheal diseases is 
given in Table 1. 

Some of the types included in the above 
classification are extremely rare at any age 
group and others are practically never observed 
during infancy. Others still are usually chronic 
only. Reviewing the different etiologic factors 
that give rise to acute diarrhea we can con- 
clude that the most important ones are as 
given in Table 2. 

ETIOLOGY 
Ample evidence has been demonstrated that 
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the relative importance of the above factors 
varies in different age groups and in different 
localities. 


In a comparative study carried on in Cuba 
among patients from the higher classes seen 
in private practice and those from a charity 
hospital, marked differences were encountered. 
We are convinced, therefore, that even in the 


CLASSIFICATION OF DIARRHEAL DISEASES 


Symptomatic 
Simple diarrhea 
Enteritis 
Gastroenteritis 
Enteritis 
Enterocolitis 
Mixed 
Etiologic 
Infectious 
A—Primary (9 groups) 
B—Secondary (2 groups) 
Non-infectious 
A—lrritative (4 groups) 
B—Alimentary 
C—Functional (6 groups) 
D—Organic disease of GI tract 


Table 1A 


INFECTIOUS DIARRHEAS 


A—Primary 

1—Shigella infection 

2—Salmonella 

3—Amebic dysentery 

4—Parasitic disease 

5S—T. B. enteritis 

6—Cholera 

7—Other bacterial infections 

(Proteus—paracoli—hemolytic—B. coli—B. pyoceaneous) 

8—Viruses (inc. epidemic diarrhea of the newborn 
B—Secondary 

1—Parenteral diarrhea 

2—Severe sepsis 


NON-INFECTIOUS DIARRHEAS 


I—Irritative—mechanical, chemical and mixed 
II—Alimentary 
A—Excesses 
Quantitative and qualitative 
B—Deficiencies 
Subgroup—avitaminosis 
Quantitative and qualitative 
C—Toxic substances in food 
D—lIdiosyncrasy (allergy) 


I1I—Functional disturbance of G. I. tract—fever and climatic 


changes act as aggravating factors 
A—Due to primary disturbance of digestive organs 
Celiac syndrome 
Achylia gastrica 
Diseases of accessory organs 
Hepatic cirrhosis 
Pancreatic fibrosis 
B—Secondary to changes affecting various functions 
Neuroendocrine disorders 
Diseases affecting vitality of body as a whole 
IV—Organic disease of G. I. tract 


Tumors, diverticuli, regional ileitis, malrotations and other 


malformations, appendicitis 
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same locality etiologic factors vary when pa- 
tients of a different nutritional status are cop. 
sidered. 


Infectious Diarrhea —In Cuba we have found 
that Salmonella and Shigella infections are 
endemic and reach epidemic proportions regy. 
larly during the summer months (the increased 
summer incidence of diarrhea is greatly due to 
a higher number of enteral infections, Fig. 1), 
Small sporadic outbreaks occur irregularly dur. 
ing the rest of the year. In general, infections 
due to Shigella are more frequent than those due 
to Salmonella, although variations have been 
observed from year to year. Shigella Shiga 
has been encountered only exceptionally. Most 
of our cases are due to various species of Shi- 
gella paradysenteriae. We have confirmed the 
greater susceptibility of young infants to Sal- 
monella infections which is the basis of the 
Montevideo Doctrine (Fig. 2). 

A variety of species of Salmonella has been 
encountered. The exact incidence of various 
organisms of this genus has not been deter- 
mined. Two new species, Salmonella habana 
and Salmonella cubensis have been isolated. 
The former was found in an epidemic of diar- 
rhea among newborn infants. 

On Table 3 the incidence of positive cultures 
to Shigella and Salmonella in several investi- 
gations is illustrated. As in most cases only 
one culture was taken, we are convinced that 
with a more exhaustive technic the proportion 


MOST FREQUENT CAUSES OF INFANTILE DIARRHEA 


I—Infectious 
Primary 
Shigella 
Salmonella 
Viruses 
Doubtful group 
Secondary 
Parenteral diarrhea 
II—Alimentary 
Excesses 
Quantitative (too large, too frequent) 
Qualitative 
Deficiencies 
Nicotinic acid 
Possibly protein and vitamin 
Toxic substances 
Sewage poisons 
Bacterial toxins 
Chemical adulterants 
Food allergy 
I1I—Chemical irritants (include cathartics) 
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would have been higher. The lower incidence 
observed in patients from a charity hospital ap- 
pear to be significant. As in other reported sta- 
tistics the incidence was lower in infants under 
6 months of age in both groups. 


In severe and moderate cases of diarrhea 
among private patients, 72.8 per cent showed 
positive cultures. In mild cases, particularly 
in those without fever, the percentage of posi- 
tive findings was well below 30. 

The true pathogenic significance of differ- 
ent varieties of Proteus, paracolon bacilli, 
pseudomonae, hemolytic strains of Escherichia 
coli, and certain species of the genus Eberthella 
(excluding the typhoid bacillus) is still debat- 
able. Many of these organisms are frequently 
recovered from normal stools. Perhaps some 
species may be important in very young and 
feeble infants. A high incidence of septicemia 
to organisms of the above groups among new- 
borns and among marantic babies bespeaks a 
higher susceptibility among such infants. 

In an epidemic of diarrhea among newborns 
at the Hospital de Maternidad Obrera that was 
reported by Curbelo and Soto, a paracolon ba- 
cillus was consistently isolated, and a high 
titer of agglutinins was found in one of the 
infants which recovered. 

Intestinal parasites and amebae are respon- 
sible for a very small proportion of cases of 
infantile diarrhea. - 

In recent years the importance of filtrable 
viruses in the etiology of infantile diarrhea has 
gained considerable favor among investigators 
in this field. We have observed small outbreaks 
of diarrhea among infants in the course of epi- 
demics of influenza among the adult popula- 


BACTERIOLOGICAL STUDIES IN CASES OF ACUTE 
DIARRHEA IN CUBA 


Per cent 
No. positive 
of cases cultures 
Havana Children’s Hospital (Martinez). 3,216 20 
Havana Children’s Hospital, Ward A 
1941-1946 14.4 
Private patients (Martinez) — WW... 1,310 34 
Private patients (Aballi-Martinez) 
1943-1946 251 46 
Havana Child’s Institute 
(Hurtado-Gomez Del Rio)... 240 30 


Positive cultures: Salmonella, shigella or both. 


Table 3 
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tion. Also we have seen cases of primary 
atypical pneumonia and of dengue fever begin- 
ning with diarrhea. It is difficult to decide in 
many instances whether a virus infection is pri- 
marily affecting the intestinal tract or is acting 
just like any other parenteral infection. In 
Table 4 appears a list of some of those viruses 
which have been shown to affect directly the 
gastro-intestinal tract. 


Je Fe Me Ae Me Je Je Ae Se Oo Me De 


Je Fe Me Ae Me Je Je Ae Se Oe Me De 


Fig. 1 
Incidence of Shigella and Salmonella infections in dif- 
ferent months of the year in Cuba (1943-1946). 
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Fig. 2 
Age distribution of Shigella and Salmonella infections 
(120 positive cases). 
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Parenteral Diarrhea—We have encountered 
two main varieties: the first is true parenteral 
diarrhea which has been thoroughly described. 
The precipitating infection may be bacterial or 
virus but otitis media is the most frequent. It 
may be due to motor or secretory changes 
brought on by the infectious process. This type 
of diarrhea is almost exclusively seen in infants 
and children with a reduced digestive capacity 
such as: 


(1) Newborns and prematures 
(2) Malnourished infants and children _ 
(3) Infants suffering from gastro-enterospasm 


(4) Infants and children showing the celiac 
syndrome 


The reason why recent authors have doubted 
its existence can be explained by the rarity of 
the condition among well-nourished babies (Fig. 
3). We believe that nutritional deficiency is an 
important factor in its etiology. 

The second type is seen in infants and children 
who after suffering from true enteral infections 
have begun to show a marked tendency to at- 
tacks of acute diarrhea. This form is not rare in 
private patients. Those cases where cultures 
show repeatedly the same organisms naturally 
are classified as recurrent enteral infection, but 
the difficulties of finding the causative organism 
in prolonged cases is well known. We believe 
that in many of these cases a latent infection by 
Shigella or Salmonella is exacerbated by the 
parenteral infection, but other factors may also 
be responsible for this tendency to diarrhea. 
Anatomic changes produced by enteral infection 


NO. OF 
CASES (__]Tora No. oF CASES 
CASES WITH OTITIS 
AND/OR MASTOIDITIS 
500 
1,00 
300 
200 
42.5% 
100 
CHARITY PRIVATE 
HOSPITAL PATIENTS 
PATIENTS 
Fig. 3 


Incidence of otitis media and mastoiditis in infantile 
diarrhea. 
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render the gastrointestinal tract more suscep. 
tible. 


Alimentary Diarrhea.—Slight digestive dis. 
turbances due to food are quite frequent, espe. 
cialy in the first few weeks of life. Food (free 
from living pathogenic bacteria) may directly 
give rise to diarrhea by various mechanisms, 
These have been tabulated in Table 5. In gen- 
eral these cases are mild. The action of the 
dietary error is merely to produce a mild irri- 
tation, similar to that produced by the less 
drastic cathartics. Those cases due to bac- 
terial toxins or toxins formed by microbes in 
the food, or to adulterants may be severe. The 
proof in such cases is obtained only with a cer- 
tain degree of ease when several persons are 
affected, and the offending food is known. We 
have provoked an exacerbation of a Shigella 
infection in a carrier by a dietary excess. 


Food allergy is a frequent cause of mild di- 
gestive upsets. Severe cases are extremely rare 
in our experience. 


Of great interest is the role of malnutrition 
in the production of diarrhea. Diets deficient 
in protein and vitamin B complex (particu- 
larly niacin) render infants susceptible to diar- 
rhea in the course of various excesses and after 
infectious processes. They appear to have a very 


VIRUSES AFFECTING THE GASTRO-INTESTINAL TRACT 


1—Measles 

2—Poliomyelitis 

3—Virus isolated by Budding and Dodds 
4—Lymphogranuloma venereum 

5—Influenza (or allied conditions) 

6—Possibly primary atypical pneumonia and dengue fever 


Table 4 


ALIMENTARY DIARRHEA—USUAL FACTORS INVOLVED 


1—Deficiency of specific factors (particularly niacin) 


2—Allergy to specific foods 


3—Excess roughage 

4—Excess calories 

5—Mixtures acting as hypertonic solutions 

6—Excess volunie 

7—Changes in food by bacteria (staphylococcus toxin sewage 
poisoning) 

8—Irritants formed in the process of digestion (volatile fatty 
acids excess fermentable carbohydrate) 

9—Chemical adulterants or contaminants 


Table 5 
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altered gastro-intestinal function, which as we 
have seen renders them susceptible to parenteral 
diarrhea. 


Chemical Irritants and Cathartics—The ex- 
cessive use of cathartics was once a frequent 
cause of diarrhea in early life. Fortunately it 
is now very rare. 


SYMPTOMATOLOGY 


The clinical manifestations of diarrhea are 
too well known to require more than a brief 
consideration. Cases among different etiologic 
groups vary considerably in intensity. The ma- 
jority of severe acute cases falls into one of 
the following categories: 


(1) Primary enteral infection. 


(2) Secondary infectious diarrhea. Parenteral 
diarrhea in the course of severe infections or 
in marantic or avitaminotic babies. 


In general the severity of a given case is 
proportional to the intensity of the diarrhea but 
there are many exceptions. We have seen many 
cases of severe enteral infection showing alarm- 
ing symptoms even before diarrhea developed. 
In these patients the onset of loose. stools is 
often accompanied by improvement of toxemia. 
Moreover individual predisposition to various 
complications differs considerably. 


The presence of mucus means an irritation to 
the gastro-intestinal tract. Additional pus and 
blood mean more severe inflammatory changes. 
Persistent or severe irritation leads to inflam- 
matory changes regardless of the cause. Severe 
inflammatory changes, particularly early in the 
course of a diarrhea, are strongly suggestive of an 
enteral infection. 


Vomiting occurs frequently at the onset but 
it is seldom persistent. It is more marked in 
cases showing cholera-like stools. 


Abdominal pain is often observed in the 
course of primary enteral infection. In some 
cases it is severe in the start, creating a great 
deal of difficulty in excluding the possibility of 
a surgical abdomen. In some instances it lasts 
a fairly long time during convalescence. 


' Abdominal distention is more often observed 
In cases of enteral infection but it is by no 
means pathognomonic of such an etiology. 
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Very high fever and manifestations refer- 
able to the central nervous system are usually 
indicative of a serious case. Infection and de- 
hydration are the usual factors that give rise 
to pyrexia. 


In enteral infection bacterial toxemia per se 
is often responsible for alarming symptoms. We 
have seen many cases of severe shock at the 
onset, without dehydration or acidosis, which 
could be explained only on that basis; in other 
instances alarming encephalitic manifestations, 
particularly recurrent convulsions which were 
not due to the fever, have occurred in patients 
with proven Salmonella or Shigella infections. 


COMPLICATIONS 


Metabolic Disturbances——Diarrhea leads to 
excessive loss of fluids and electrolytes from 
the body giving rise to dehydration and to 
alterations of the acid-base equilibrium. As 
the loss of base predominates, the tendency to 
acidosis is more marked. Cases with severe 
vomiting show a greater predisposition to anhy- 
dremia, but in them the loss of chlorides tends 
to balance to some extent the depletion of 
base produced by the diarrhea. 


In our experience susceptibility of infants to 
dehydration and acidosis varies considerably. 
Among patients seen in the infants’ ward 
hydrolability is great. In contrast, well-nour- 
ished babies show a marked resistance to such 
complications. In private practice we have 
seen many cases of severe diarrhea without 
dehydration or acidosis. Because of the marked 
differences in susceptibility exhibited by differ- 
ent infants and children to these disturbances, 
we believe that they should be classed as com- 
plications and not as symptoms. 

Other disturbances of metabolism which have 
been encountered in cases of acute diarrhea are 
alkalosis, hypoglycemia, hypoproteinemia, potas- 
sium depletion, and thiamin deficiency. 

Alkalosis in our experience has usually been 
due to excessive administration of alkali. Cases 
have been reported in which large quantities of 
chlorides were lost in the diarrhea. 


Hypoglycemia has been frequently observed 
in our series of malnourished infants. It does 
not seem to depend solely upon the dietary re- 
striction or on the increased utilization produced 
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by the infection but upon more complex altera- 
tions of carbohydrate metabolism. 


The studies of Darrow have recently brought 
to light the importance of potassium depletion. 
We have had no experience in this problem. 

The great difficulty in differentiating various 
complications is that shock is a common de- 
nominator of most of them. 


Visceral Alterations.—In the course of severe 
diarrhea, particularly when toxemia or dehydra- 
tion is marked, various important organs are 
frequently damaged or their function is badly 
deranged. The severity of a given case, there- 
fore, may depend upon the existence of such 
complications. 


Of particular interest, because of their ob- 
scure nature are the encephalitic manifestations 
often seen in cases of severe diarrhea. In some 
of these patients extensive atrophy of the cerebral 
hemispheres has been demonstrated by pneumo- 
encephalography a few weeks after the acute 
episode. Autopsies of patients dying in the 
early stages have usually shown marked con- 
gestion and edema of the brain and meninges 
and microscopically destruction and degenera- 
tion of ganglion cells and minute hemorrhages. 
In only 10 per cent of the cases can we attribute 
these symptoms to thrombosis of the dural 
sinuses. In about 20 per cent of these cases, 
organisms of the Salmonella or Shigella group 
were isolated. In a slightly higher number 
blood cultures showed the existence of a bac- 
teriemia. (Staphylococcus aureus, Hemophilus in- 
fluenzae, pneumococcus, Escherichia coli, Pro- 
teus vulgaris, Pseudomona auriginosa, and Kleb- 
siella pneumoniae have been the species more 
frequently encountered.) In almost one-half of 
these patients, however, the mechanism re- 
mains obscure. Severe shock and tissue anoxemia 
are probably responsible for the alterations oc- 
curing in the brain. Since adequate fluid ad- 
ministration often aggravates the nervous mani- 
festations, the possibilty of an abnormal dis- 
tribution of fluids in the central nervous system 
has also to be considered. 


Other visceral complications which have been 
frequently encountered have been hepatic in- 
sufficiency, paralytic ileus, renal insufficiency 
and myocardial damage. Microscopic changes 
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in the suprarenal glands have been found in 
several patients, particularly in athreptic jp. 
fants who showed recurrent hypoglycemia, 


Infectious Complication—A child having an 
infectious process is susceptible to alterations 
of various tissues and organs due to the in. 
vasion of these structures by the causative 
agent. In addition to this, in infants weakened 
by severe diarrhea there is a definite predispo- 
sition to contract new infectious processes or 
to show an exacerbation of any chronic infection, 

A list of the most frequent complications 
observed in the course of infantile diarrhea js 
tabulated in Table 6. 


Diagnosis—In the exact diagnosis of the 
etiologic type of a case of diarrhea a stool cul- 
ture is essential. For adequate determination 
of existent complications clinical judgment 
should be assisted by adequate laboratory in- 
vestigation: Blood carbon dioxide, hydrogen 
ion concentration, urea or nonprotein nitrogen, 
sugar, hemogram and urinalysis, serum protein 
and hematocrit determination are often essential. 


COMPLICATIONS OF INFANTILE DIARRHEA 


I—Disturbances of metabolism 
A—Dehydration 
B—Disturbances of acid base balance (particularly acidosis) 
C—Potassium depletion 
D—Hypoglycemia 
E—Hypoproteinemia 
F—Thiamin deficiency 
II—Visceral alterations 
A—Renal insufficiency (glomerulonephritis pyelonephritis) 
B—Encephalopathy 
C—Paralytic ileus 
D—Suprarenal disturbances 
E—Hepatic disfunction (hepatitis, “serous hepatitis’) 
fatty infiltration 
F—Myocardial damage 
11I—Infectious 
A—Nasopharyngitis 
B—Pyelitis and pyelonephritis 
C—Otitis media 
D—Pneumonia and bronchopneumonia 
E—Skin infections 
F—Exacerbation or dissemination of a primary tuberculosis 
1V—Complications resulting from therapy 
A—Water intoxication 
Heart failure, cerebral edema 
B—Toxic manifestations due to sulfa drugs 
Pulmonary edema, encephalopathy, drug fever and rash, 
hepatitis, etc. 
C—Phlebitis (from continuous intravenous) 
D—Reactions due to transfusions, plasma or amino acids 


Table 6 
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Prognosis——In order to evaluate properly 
the severity of a given case it is important to 
consider the degree of intensity of the diarrhea, 
its nature, the condition and resistance of the 
patient and the presence or absence of compli- 
cations. Severe toxemia in the course of Sal- 
monella and Shigella infections should be con- 
sidered serious. Acute encephalopathy, paralytic 
ileus, and persistent renal insufficiency are ex- 
tremely grave. Advanced shock, particularly 
when it has been present for some time creates 
a desperate situation. 

Early treatment and good nutritional status 
of a patient are important factors in lowering 
the mortality from diarrheal diseases. In the 
series of cases studied by one of us (A.J.A.) 
there were no deaths in 251 cases seen in pri- 
vate practice while the mortality among mal- 
nourished and marantic infants from a charity 
hospital was 23.3 per cent (Fig. 4). 


TREATMENT 


Prophylactic Treatment.—Prophylaxis of diar- 
thea is not a simple problem in tropical coun- 
tries, where Salmonella and Shigella infections 
are endemic. The elimination of this type of 
diarrhea is primarily a problem of public health 
involving destruction of insects, particularly 
house flies, adequate control of the food supply, 
efficient sewage disposal, and so on. The fairly 
high incidence of infectious diarrhea of this 
type among infants and children of the higher 
classes in Havana indicates that the individual 
effort is usually insufficient in their prevention. 
It must be stated that in general, the cases 
referred to from private practice received metic- 
ulous care and the preparation of their food 
was carried on with scrupulous technic. 


23.6% 
CHARITY PRIVATE 
BOSPITAL PRACTICE 
PATIENTS PATIENTS 
Fig. 4 


Mortality of diarrhea in infants of different social classes. 
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The use of lactic acid milk and sterilization 
of milk although helpful measures, do not elimi- 
nate the possibility of contracting these infec- 
tions. Even infants fed at the breast may 
sometimes be affected. For these reasons we 
believe that infants and young children often 
contract diarrhea from other sources than food. 

The possibility of protective immunization 
should be more thoroughly investigated. 

A very important point in the prophylaxis of 
parenteral diarrhea and other non-infectious 
types, and also in lowering the general mortality 
from these diseases, is adequate nutrition. We 
have seen the great resistance shown by well- 
nourished babies to serious complications in 
the course of all types of diarrhea. It must 
be admitted however, that what we consider 
optimal nutrition according to our present 
knowledge does little to prevent primary infec- 
tons of the digestive tract. 


The low number of cases of diarrhea seen in 
breast-fed infants, 2 pet cent of private patients 
and 16 per cent of hospital patients, shows that 
it is still a great prophylactic measure. En- 
couragement of maternal feeding is indeed a 
way of diminishing morbidity of diarrhea in 
early life. 

Diet, adequate replacement therapy, and spe- 
cific chemotherapy are the foundation stones of 
the treatment of diarrheal diseases. 


Diet —Rest to the gastro-intestinal tract is 
a principle which applies to the therapy of 
nearly all the diarrheal diseases. Dietary de- 
ficiency is the only exception to this rule. 

The severity of the diarrhea and the etiology 
determine the extent and the nature of the 
dietary restriction. In the presence of vomiting, 
nothing should be given by mouth. Otherwise, 
water and solutions of electrolytes may be given 
freely from the very beginning. The choice of 
food after this stage is a point that we con- 
sider important if the etiological type is taken 
into consideration. 

Practically all cases of diarrhea are aggravated 
by the ingestion of foods rich in fat. 

In infections due to Shigella and Salmonella, 
we have seen time and again that there is 
also a marked intolerance to protein. Therefore 
we start these patients with pectin agar mixtures 
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(without milk) or cereal gruels. Later, we add 
a milk mixture low in protein and fat. 


In parenteral diarrhea a high protein, low 
fat formula combined with lactic acid has given 
us excellent results. We feed these cases ear- 
lier than those with primary infections of the 
gastro-intestinal tract. 


In the course of virus infections, skimmed 
milk without lactic acid has appeared to us 
to give the best results. The same type of food 
is best in alimentary diarrheas and in those that 
follow severe chemical irritation. In food al- 
lergy, naturally, the important point is to find 
the offending food and eliminate it from the 
diet completely. An adequate substitute from 
the standpoint of the nutritional needs of the 
child or infant should always be introduced. 


Replacement Therapy—tIn the course of 
diarrhea there is a marked loss of water, and 
electrolytes, chiefly sodium and potassium. The 
intake of various food elements and accessory 
factors is greatly diminished and the utilization 
of some of these substances and their excretion 
may be increased. These factors must be taken 
into consideration if we are to treat properly 
a case of diarrhea of more than usual severity. 


In Table 7 the most important measures are 
outlined. 


Specific Chemotherapy—The use of various 
derivatives of sulfanilamide in the treatment 
of diarrhea has been thoroughly studied, and 
their value has been quite definitely proven. 
Sulfadiazine is probably the drug of choice since 
it covers practically all the susceptible or- 
ganisms that cause enteral infection and many 
of those that give rise to infectious processes 
outside the digestive tract. Sulfaguanidine has 
given very good results in bacillary dysentery, 
and sulfasuxidine and pthalylsulfathiazol though 
perhaps somewhat less active in Shigellosis than 


sulfaguanidine, have been more effective in, 


those infections caused by Salmonelleae which re- 
sponded to chemotherapy. The non-absorbable 
varieties just referred to should be used in mild 
cases because of their lower toxicity. We con- 
sider it necessary to prolong treatment for at 
least 8 to 10 days. Even under these circum- 


stances there is a fair percentage of bacteriolog. 
cal recurrences when repeated cultures are taken 
after the drugs have been discontinued. The 


REPLACEMENT THERAPY 


I—Fluid administration 


Daily intake should be 90 c. c. per lb. Natural way is 
by mouth. 


Subcutaneous administration (not effective if shock js 
present) 20-50 c. c. per lb. preferably saline, Ringer or 
. Hartmann’s Solution (Lactate—Ringer). 


Intravenous infusion 10-15 c. c. per lb. saline, Ringer or 
Hartmann’s (for rapid hydration). 


Continuous intravenous or intramedullary infusion, after 
initial hydration 75 c. c. per Ib. in 24 hours (3 c. c. per 
Ib. per hour). Intramedullary chosen only as last resource. 
Blood or plasma—S-10 c. c. per Ib. if shock is present, 
Blood must be preceded by fluid replacement. 


In refractory cases of dehydration plasma is very effective 
Most important indications are cases with absolute o 
relative hypoproteinemia, sclerema, and encephalopathy, 


II—Electrolyte Replacement 
In absence of disturbance of acid base balance: saline 


Ringer or Hartmann’s solution—equal parts of saline and 
5 per cent dextrose. 


In acidosis 


Sodium bicarbonate in 3-4 per cent solution (intr. 
venously) 0.5 gm. of bicarbonate per Ib. raises Ch 
combining power 40 vol. per cent. 


Exception: in very young and atreptic infants rule tends 
to fall short. 


1/6 molar sodium lactate—30 c. c. per lb. (1/3 in 


travenously and 2/3 subcutaneously) raises COe 25 vol. 
per cent. 


In alkalosis 


2-3 per cent sodium chloride (0.25 gm. per Ib. raises 
bl chloride 100 mg.) 


Hydrochloric acid has been used in very severe cases; its 
administration by us has been as a 2 per cent solution. 


Potassium - depletion 


Darrow 1-2 gms. daily by mouth to prevent it. In 
treatment an electrolyte mixture containing high quan- 
tities of potassium. 


I1I—Fuel essential dietary elements 


Glucose, most important source of energy 


2%4-5 per cent solution if used subcutaneously 
5-10 per cent intravenously 


In hypoglycemia 50 per cent solution intravenously 1.0 
c. c. per Ib 


Protein-amino acids—5-15 per cent sol. 1 gm. per b. 
Plasma also effective to replace loss of protein. 


IV—Vitamins 


Excessive loss of thiamine and ascorbic acid in diarthes 
has been demonstrated. Doses of 10-25 mg. of former and 
100-200 mg. of latter should be given. 


Parenteral vitamin B complex (in crude liver extract) and 
niacine are indicated in nutritional deficiencies and ia 
parenteral diarrhea (especially Type I—including 
syndrome). 


Table 7 
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dosage employed is also an important point. 
For sulfadiazine we start with 0.10 grams per 
pound daily divided in 6 doses while diarrhea is 
profuse. After that, we reduce it to 0.06 grams 
per pound per day. For the non-absorbable de- 
rivatives we use an initial dose of 0.05 grams 
per pound followed by 0.15 to 0.20 grams per 
pound per day. 

The use of emetine, pentavalent arsenical 
preparations and iodo-oxiquinolene derivatives 
are specific in amebic dysentery. 


Penicillin is indicated in cases of parenteral 
diarrhea due to susceptible organisms. Strep- 
tomycin offers new possibilities in the therapy of 
Salmonella and Shigella infections. — 


The necessity of an etiologic diagnosis to ob- 
tain full benefit from these therapeutic agents 
is obvious. 


Miscellaneous Measures.—Various drugs and 
medicaments are used in the treatment of diar- 
rheal diseases. Although in general the value 
of most of these is limited, not infrequently a 
symptomatic improvement can be derived from 
their proper use. In Table 8 we present an out- 
line of those that have been more widely used 
and their specific indications. 


A word must be said about the use of cath- 
artics in the treatment of these diseases. We con- 
sider that the widespread campaign against their 
use is absolutely justified but as all rules have 
exceptions there are two types of conditions 
where a more thorough investigation is neces- 
sary before they can be completely abandoned. 
These are cases of allergic diarrheas and cases 
due to infection by the Shigella and Salmonella 
organisms in which toxemia is rather marked 
and the degree of diarrhea is slight. 


Measures to Combat Toxemia—Calcium 
preparations parenterally have been recom- 
mended in the treatment of nervous symptoms 
which have been considered due to guanidine 
retention. We have not seen any favorable 
effect from their use. 


Adrenal cortical extract has been advised for 
the control of refractory cases of dehydration 
and also for the treatment of all cases showing 
manifestations of severe shock. We have used 
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it in a fairly large series of cases without wit- 
nessing any very definite effect. 


Stimulants —The use of adrenalin, caffein, 


coramine and other peripheral circulatory and 
respiratory stimulants may find specific indica- 
tions but we do not believe that they should be 
employed as a routine. 


Biological Products.—Vaccines, sera and bac- 


teriophage have at one time or another held 
favorable reputation in the control of Salmonella 
and Shigella infections, but they have been 
practically discarded. Recent reports from Eng- 
land have aroused interest in the use of specific 


DRUGS FREQUENTLY USED IN DIARRHEAL CONDITIONS 


1—Astringents 
Tannic acid preparations 
Bismuth subcarbonate 
Calcium preparations (lime water) 
Show some effect in all the diarrheas particularly in 
those not due to infection 


2—Adsorbents 
Kaolin 
Charcoal 
Pectin 
Antibacterial action very slight or doubtful. Increase 
solid consistency of stool. 
3—Antacids 
Aluminum hydroxide 
Sodium bicarbonate 
In alimentary diarrheas very acid stools cause irri- 
tation of mucous membrane of rectum as well as 
perianal region. Irritant action is diminished by 
antacids. 
4—Antispasmotics 
Belladonna—atropine 
Synthetic antispasmotics 
Opium (Dower’s powder, etc.) 
Very effective in diarrhea due to disturbance in 
autonomic nervous system (gastroenterospasm). 
5—Sedatives 
Phenobarbital 
Main action is to control restlessness, and excitement 
frequently encountered in severe diarrheas. As- 
sociated to antispasmotics it is of value in diarrheas 
due to disturbed autonomic enervation. 
6—Cathartics 
Hydragoque (saline purgatives) 
Most satisfactory for routine use. 
Irritant (calomel, castor oil) 
Once popular alone or in combination, calomel and 
castor oil brought on rapid improvement of severe 
bacterial toxemia in enteral infection. Objection is 
irritant action on small intestine. Calomel intoxica- 
tion usually due to overdose. Now use of these 
been abandoned. 
7—Digestants 
Pancreatic enzymes 
Celiac syndrome, particularly on cystic fibrosis of 
pancreas. 
Hydrochloric acid 


In diarrheas of infants and children with nutritional 
deficiency. 


Table 8 
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bacteriophages. Anti-dysentery sera and autog- 
enous vaccines though of limited value, ex- 
cept in cases due to Shigella Shiga, are also 
indicated in certain particular instances. We 
have seen at times dramatic improvement in a 
patient showing extreme bacterial toxemia from 
a Shigella paradysenteriae infection with the 
use of serum. More often we have witnessed 
the control of a recurrent diarrhea due to Sal- 
monella or Shigella organisms by a vaccine made 
from the causative organism. 

Although the majority of cases of diarrhea 
respond satisfactorily with the use of a rather 
simple routine, in countries like Cuba, where 
extremely severe forms are of an everyday oc- 
currence, the necessity for a profound and 
widespread knowledge of the subject is every- 
where felt. 


DISCUSSION (Abstract) 


Dr. Council D. Rudolph, St. Petersburg, Fla—Dr. 
Hurtado has very ably covered a broad subject in a 
short time. Certainly the incidence and the mortality 
from diarrheal diseases has been greatly reduced in the 
last twenty years. I can very well remember the 
enormous numbers of these children with alimentary 
intoxication in the very last stages who came to the 
hospital when I was a resident, and died with a mor- 
tality of about 90 per cent. 


Today we see nothing like the incidence that occurred 
at that time, and we see nothing like the mortality. The 
incidence has been greatly reduced mainly by sanitary 
measures, a knowledge of water sanitation control and 
other methods of food sanitation. 

The mortality of these severe diarrheal diseases has 
been reduced mainly by an understanding of the restora- 
tion of fluid balance and of acid base balance, a recog- 
nition of hemo-concentration, hypoproteinemia, and 
various other aids that we have gotten from the lab- 
oratory. 

Most of the children who died unquestionably died 
of acidosis in the old days. Today we are able to save 
a great many of those children. 

On the question of the treatment of specific infections, 
the use of the sulfonamides has been of great aid to us, 
particularly in Shigella infections. While we have 
brought under control most of the diarrheal diseases, 
another type has come into prominence in the last few 
years, the so-called epidemic diarrheal disease of the 
newborn which appears to be a terrific affair when it 
once starts in a nursery. No definite organisms, I be- 
lieve, have been discovered to account for this very 
rapid cross-infection, There have been under suspicion 
some types of virus. 


Dr. Amos C. Gipson, Gadsden, Ala.—Several years 
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ago Dr. Powers, of Yale, reported a comprehensiy, 
plan of treatment of diarrheas, and since I had th 
privilege of studying with him I am familiar with 
and have been using it for a long time. I do not think 
there is any one single best treatment for diarrheas, 4 
combination of many things is responsible for Clearing 
up many cases. 

If I were limited to one treatment, it would be 
starvation. Practically all of those cases have an irrita. 
tion in their intestinal tract, and you have to eliminate 
food and give the irritation a chance to heal before you 
can start food. So I feel a minimum of twenty-four 
hours of starvation, if it is necessary to starve them at 
all, should be advised. Of course in severe cases it must 
be longer. 


Vomiting is a very troublesome symptom, and my 
practice is to give the patient plenty of water in spite 
of the vomiting. After the water has been vomited a 
few times the stomach is washed out, and as a rule the 
vomiting will stop in the majority of cases. 


Giving fluids is a very important part of the treat- 
ment of diarrhea. I usually use routinely a lactate 
Ringer’s solution, not that they all need it, but I have 
found that if I use it only in the cases needed, the 
hospital is out of it when I need it, so I use it routinely, 
In many cases it makes little difference whether you 
use saline or lactate Ringer’s solution. In severe cases, 
it is important. Dr. Powers taught me to give saline 
intraperitoneally. I have continued to use it that way, 
and like it very much. Larger amounts can be given; it 
is absorbed more quickly; and is much less painful. 


In severe cases, starvation and fluids are not quite 
enough. Blood transfusions are a tremendous help, I 
have not used glucose very much because I have saved 
the veins for giving transfusions in severe cases which 
needed transfusions. 

After the proper starvation and after the toxic symp- 
toms are over, there comes the decision of what you 
shall feed the patient and how much. I have used many 
formulas in the past. I now have come down to prac- 
tically one, that is, half-skimmed milk. I have not used 
skimmed milk or buttermilk much, because it takes a 
certain amount of fat to make a formed stool. I use 
only the half-skimmed milk with no carbohydrates 
added. In the first twenty-four hours after starting 
the feeding, I give from fifty to sixty calories; in the 
next twenty-four hours, up to a hundred calories, then 
a hundred and fifty to two hundred, and from then on 
it can be added very rapidly, and the carbohydrates 
started a little later. 


Dr. Darrow recently reported a paper showing that 
many of these cases became depleted in potassium. I 
have given potassium to many of them within the 
past year, and from a clinical standpoint I have been 
unable to see any difference in those to whom I gave it 
and those who did not have it. 

In severe cases of malnutrition, intramuscular B com- 
plex is a great help, 

When I first started using the sulfa drugs in diarrhess 
I noticed that girls improved more than the boys. 
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found that much of it was due to pyuria in the girls, 
so that is a common complication that should be looked 


for. 


In milder cases I do not use the sulfa drugs unless 
the patient has fever at the end of twenty-four hours’ 
starvation. If they still have some fever or symptoms 
and have not shown a change for the better, then one 
of the sulfa drugs is considered. If I feel it is purely 
an intestinal infection, sulfaguanidine has been my drug 
of choice. If there is a parenteral infection associated, 
I usually use sulfathiazole or sulfadiazine. 


Dr. George Lister, Miami Beach, Fla.—High and 
Anderson, of Philadelphia, reported upon the so-called 
diphasic reaction of diarrheal cases, and I had the 
opportunity of seeing several of these. The infants 
will seem to improve. The diarrhea will stop and they 
will start to gain weight. Then they will suddenly have 
a relapse. It was our experience there that the infants 
who went through the diphasic reaction practically never 
recovered, whereas those who did not have the so-called 
relapse seemed to get along better, Possibly the weight- 
gain was more apparent then real. It may have been 
intracellular edema. 


In following these diarrheas we checked daily hemo- 
globins or blood specific gravities to determine what 
type of intravenous fluid should be given, whether 
plasma or the so-called thin fluid as amino acid in 5 
per cent solution with dextrose. 


Dr. Aballi (closing) —Dr. Rudolph attributes the de- 
crease in mortality of infantile diarrhea mainly to better 
public health and to better treatment, particularly with 
regard to adequate fluid replacement. We differ slightly 
with him, because now in Cuba we face a very peculiar 
situation: we see among a group of patients from the 
poorer classes that are seen at the Charity Hospital, the 
same situation that you faced here in the United States 
a number of years ago. On the other hand, in private 
practice we have the same situation that you have here. 


We can tell you that mainly by replacing fluids 
adequately we cannot reduce the mortality to any great 
extent; rather, we still have a mortality, as you have 
seen in the slides, of close to 25 per cent. 

Statistics from Yale by Dr. Darrow show that even 
in this country the same situation has occurred. He 
points out that before the introduction of potassium 
therapy they used to obtain a mortality of close to 50 
per cent, 


The nutritional status of the patients is of great 
importance in determining the mortality of diarrhea. 
Among well-nourished infants we see a very low mor- 
tality and a very low incidence of complications. We 
have seen cases with markedly severe diarrheas having 
up to eighty stools in one day who showed com- 
paratively little dehydration and hardly any acidosis. 

So we conclude that the better infant feeding which 
has been carried on in this country is largely respon- 
sible, with the other measures for the reduction in 
mortality of infantile diarrhea. 


As far as epidemic diarrhea of the newborn is con- 
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cerned, we have not had any of the typical epidemics 
that have been described in this country. We had a 
very interesting epidemic in 1937 which was due to 
Salmonella in Havana. Practically all of those cases 
were complicated by purulent meningitis. Those cases 
due to Salmonella and Shigella organisms are rare among 
the epidemics of diarrhea of the newborn, but it must 
be kept in mind that in some instances they may be 
due to specific bacteria. 


We believe that Dr. Gipson’s plan of treatment is 
very much in accordance with ours. We wish to point 
out one thing, however; that is, that milk tolerance in 
cases of specific diarrheas is quite greatly diminished. 
Our cases of Salmonella and Shigella infections, par- 
ticularly if they show any signs of toxemia, tolerate 
milk poorly, and we have to keep them off milk for a 
few days. Of course, we always take into considera- 
tion that the diet is extremely deficient, and we at- 
tempt to replace those factors which are deficient by 
the parenteral route. 


Finally, I wish to give the conclusions that we can 
derive from our paper, which are as follows: the im- 
portance of etiology in classifying cases of diarrhea 
should be stressed. The most frequent cause of diarrhea 
from various localities, and even among different social 
classes in the same locality should be studied. The 
increased incidence of diarrhea during the summer 
months in Cuba is to a large extent dependent upon a 
higher morbidity of Salmonella and Shigella infections. 
The percentage of positive cultures increases during 
the summer months to as high as 50 per cent among 
private patients. 

Diarrhea is most frequent among malnourished in- 
fants. We believe that deficiency of the B complex 
and protein gives rise to a reduction of gastro-intestinal 
function which predisposes to diarrhea and is a cause 
of infection. 


CONVULSIVE ELECTRIC THERAPY* 


TECHNICAL EVALUATIONS OF A NEW SERIES OF THREE 
HUNDRED AND EIGHTY-SEVEN CASES 


OBSERVATIONS AND CONCLUSIONS 


By C. H. Denser, M.D.t 
Whitfield, Mississippi 


In this series of 387 white cases, as well as in 
a previously reported series' of 284 white cases, 
a 53-year-old woman sustained a complete un- 
impacted fracture of the surgical neck of the 
right humerus. The moderately slender case of 
psychosis with mental deficiency, complicated 
by arteriosclerosis, of the other series,' did not 


*Read in Section on Neurology and Psychiatry, Southern Medical 
Pan ~ bg Fortieth Annual Meeting, Miami, Florida, November 
4-7, 1946. 

¢Staff Physician, Mississippi State Hospital. 
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complain of localized pain or show any local 
deformity until the next day. This fracture was 
tentatively charged to some phase of convulsive 
electric therapy although the true cause has 
never been definitely determined. But the plump 
rather muscular one of the present series did 
not complain of discomfort in the extremity and 
there was no evidence of fracture until after an 
employe witnessed her fall while bathing sev- 
eral days after the last treatment. 


The use of the term “shock” should be avoided 
in convulsive therapy for reasons already ably 
implied by others? and because of the proba- 
bility that it might cause sufficient fear or 
anxiety on the part of patients in need of treat- 
ments to result in their refusal to submit to 
them. The term “treatment,” as employed 
throughout this paper, refers exclusively to the 
induction of a generalized type of convulsion 
with complete unconsciousness, loss or altera- 
tion of reflexes, and other changes, by a single 
application of electricity in a definite manner 
by means of standard electrical equipment de- 
signed and produced for the purpose. 


No curare or other drug was used in connec- 
tion with the treatments. No patient having an 
acute infection, tuberculosis other than minimal 
arrested, recently untreated syphilis or pellagra, 
acute pellagra, diabetes, toxic goiter, extreme de- 
bility, blood dyscrasia, albumin, pus, blood or 
casts in the catheterized urine, thrombophlebitis, 
malignancy, aortic or brain aneurysm, coronary 
disease or angina pectoris, ruptured interverte- 
bral disk, organic brain disease associated with 
increased intracranial pressure, ulcer or diver- 
ticulum of the digestive tract, or undergoing 
vaccine therapy was given a treatment. A case 
of abdominal hernia was successfully treated 
while a hand was held firmly over the opening 
which was smaller than the palm. 


Metrazol had been almost completely aban- 
doned in favor of electricity in the autumn of 
1941 because the latter was less disliked by the 
patients, had resulted in a smaller incidence of 
fractures, seemed to have all of the important 
advantages of the former, and was cheaper. In 
justice to metrazol it must be conceded, how- 
ever, that in its wake the field for convulsive 
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electric therapy was not nearly so fertile as it 
had been. 


Only in the more urgent cases were treatments 
given when the patient appeared to be dehy. 
drated, affected with significant avitaminosis or 
anemia, markedly under weight, showed signs 
of general physical weakness or of circulatory 
impairment, or had moderate to advanced gen. 
eral arteriosclerosis. Patients’ physiological bal- 
ances were reestablished, whenever necessary, as 
rapidly as conditions permitted, before proceed- 
ing with treatments. 


Various successful technical features have 
been developed by other workers. A few which 
originated with us and were regarded as im- 
portant, were carried out in this series. For 
mechanical and anatomical reasons it was de- 
termined to guide the direction and gradually re. 
duce the extent of the gross movements occurr- 
ing before or merging into tonus, produced dur- 
ing treatments and to attempt to diminish the 
force and effects of certain movements by pro- 
viding an elastic support to minimize the possi- 
bility of injury. Rigid restraint, which might 
enhance the force in one or more directions and 
consequently increase the strain on the soft and 
hard tissues, particularly the vertebrae and 
humeri, was avoided. Therefore, the patients, all 
of whom received their treatments in the supine 
position because it was the most practical one, 
were permitted considerable latitude in the gross 
movements occurring before or merging into 
tonus, and during both tonus and clonus. No 
mechanical device was employed in this connec- 
tion, only the hands of trained members of the 
treatment teams. 


An important feature of the method was to 
try to minimize the effect of the strain on the 
hard and soft tissues, including the spine, pro- 
duced by the lightning-like initial upward jerk 
of the lower extremities and especially the subse- 


+ quent whipcracker-like effect of the second up- 


ward jerk of these limbs, in the second pre-tonic 
massive movement, just before they reach the 
mattress in falling following the first upward 
movement. These movements are seen rather 
regularly in certain patients, more often men. 
This was done by an attendant, who placed his 
right arm under the patient’s knees, closely fol 
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lowed them upward, then produced a lag in the 
downward movement of the lower limbs, and 
finally assisted them to rise in the first part of 
the second upward movement. 


Another important feature of the method was 
support of the dorsal spine during convulsions by 
a hand held palm up between the shoulder 
blades to relieve the strain of clonus as hyper- 
tension of the spine occurred. 


Extreme flexion of the spine, which would 
tend to produce a crushing effect on the dorsal 
vertebrae, as noted by some authors,’ was not 
observed. The increased strain placed upon the 
spine by extensor bowing of the back, which 
was almost invariably noted in this series, or 
by the less frequently observed whipcracker-like 
action of the lower extremities, or both, might 
have added enough force to the already extreme 
muscular pulls exerted against the anterior edges 
of the vertebrae by the abrupt, rapid, and power- 
ful reversals of the direction of forces set in 
motion by the electric current or the use of 
metrazol to cause them to be pulled loose by 
the tendons and ligaments. This strain might 
have given rise to one or more spinal fractures 
if proper support had not been provided to 
relieve it. Belief in the occurrence of this type 
of fracture is encouraged by the observation of 
certain writers? that ‘‘vertebral fractures cannot 
always be prevented by the usual hyperextension 
of the patient” and that “the jackknife-like posi- 
tion of many patients during convulsions cannot 
alone be responsible for the fractures as orig- 
inally thought.” The occurrence of fracture of 
a long bone caused solely by violent muscular 
contraction, as when throwing a baseball, in 
healthy adults, is unquestionable. 


The degree of response by the patient to the 
stimuli is undoubtedly an important factor in a 
consideration of the causes of spinal or other 
fractures. A dose larger than necessary to ac- 
complish a treatment is of no advantage and 
more likely to result in a complicating fracture. 
It was the practice in this series to establish as 
nearly as possible in each case the minimum dose 
of electricity required to produce an undelayed 
treatment and to continue with that until some 
delay in the response was noted before in- 
creasing the dose, so that the disadvantages of 
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both insufficient and more than sufficient doses 
would be avoided. Although we can take some- 
thing of a clue from the epileptic who rarely 
sustains a fracture during a spontaneous con- 
vulsion, we, who are engaged in this work, have 
observed considerable differences in the intensity 
of electrically induced convulsions in the same 
patients from time to time, with the treatment 
machine adjusted to the same milliamperage 
and duration of stimulus, the cause of which is 
not clear. 


Another important practice was the gradual 
reduction in the extent of and minimal guidance 
of the direction of the arcs described by the 
upper extremities by two members of the treat- 
ment team grasping the patient’s wrists. 


An effort was always made to accomplish a 
treatment with the first application of current 
at each session, except in a few selected urgent 
cases, such as the arteriosclerotic or aged and 
debilitated, where subconvulsive results only 
were planned. It has been found that subcon- 
vulsive responses sometimes delay or reverse 
favorable progress. The best results were ob- 
tained where the cooperation was comparatively 
good, where relatives or other interested parties 
who took the patient out on leave after a 
graduated approach to leave were of a more 
stable emotional and more intellectual type, 
where economic conditions were not urgent, 
where the psychosis was of relatively short dur- 
ation, where it had not developed to an in- 
capacitating degree prior to maturity, and where 
the patient’s reactions in the psychosis were 
more pronounced, other factors being similar. 
In the case of a 77-year-old woman in whom 
most of these conditions were optimal, although 
the duration of the mental illness prior to be- 
ginning treatments exceeded two years, the 
patient recovered, has been at home and well for 
two and one-half years up to November 1, 1946. 


The demand for early results in the public in- 
stitution® could not be met by resort to either 
spontaneous recovery or psychotherapeutic talks, 
or both, and called for action on a large scale 
which resulted in the development of a system 
by which treatments in volume could be given. 
Standard hospital-type beds, insulated from the 
patients by dry mattresses and clean intact 
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new rubber sheeting and equipped with caster- 
type rubber wheels were employed as treat- 
ment vehicles. The patient remained on the 
bed with his head to the foot from the time of 
pre-treatment preparation until he was able to 
get about unassisted. Liberal amounts of elec- 
trode jelly were used and all removable articles 
were taken out of the patient’s mouth, hands, 
hair, and clothing prior to all treatments. Every- 
thing, including the floor, was kept dry and the 
treatment machine, the psychiatric therapist, and 
all members of the treatment team were in- 
sulated from the floor by clean intact dry rugs 
during the applications of the electric current. 
The women’s treatment team composed almost 
entirely of employes, frequently without undue 
haste administered as many as 60 treatments to 
as many patients in just short of one hour in 
full view and under close supervision of the 
administering psychiatrist. Unfortunately the 
individual attention and degree of service pro- 
vided in private practice could not be given. 
However, a matter of fact attitude by employes 
and an atmosphere of optimism were helpful. 

Some patients complained of “heart hurting” 
just before a treatment but when assured that 
the feeling was not due to heart trouble they 
complained no more. No defecation or emission 
occurred during treatments but erections in 
males and urinary overflow in females were oc- 
casionally noted. Loss of memory in varying but 
not incapacitating degrees was rather regularly 
observed during the 24-hour period following 
treatments but was never troublesome or per- 
manent. Mild elevations of temperature of un- 
determined etiology, occurring not infrequently 
during a course of treatments, were somewhat 
disturbing to the physician but were more com- 
mon and more pronounced just before treatments 
in almost all instances, and did not usually 
persist. Pre-treatment tension probably played 
an important role in their production. Most 
patients made good gains in weight, strength, 
and physical appearance during and subsequent 
to treatments. No treatment was given during 
menstruation or when it was suspected that food 
was in the stomach. In no case was the pa- 
tient’s mental condition made worse by treat- 
ment. 


No sudden death occurred in this or in the 
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other series.' Some authors? refer to sudden 
deaths due to prolonged respiratory arrest and, 
in a few cases of endocarditis and myocarditis, 
to collapse and death. Particular care was ex. 
ercised in this series not to administer a treat. 
ment to any patient more than 40 years of age 
who had any form of arrhythmia, after a start. 
ling but favorably concluded experience in the 
other series.' Some authors’ quote figures of 
0.0, 0.1, and 0.8 per cent fatalities but say that 
the rate is higher in the larger surveys because 
many deaths are probably included which on 
closer study would not be attributed to this 
therapeutic procedure, whereas another author 
says that deaths from convulsive electric therapy 
are placed at from 0.5 to 0.8 per cent of the 
cases treated and that the death rates are 
probably higher than reported due to poor sta- 
tistical methods. Another writer* says that fa- 
talities probably occur at the rate of 1 in 1,000 
cases, a number having occurred where curare 
was used. 


An old man who had been referred and ad- 
mitted for consideration for treatments died of 
a cerebral hemorrhage three days after ad- 
mission, before the preliminary examinations 
were completed. If he had had even a single 
treatment, convulsive electric therapy would 
have had to be considered as a probable factor 
in his death. 


In all there were 4 deaths in women and 5 in 
men. A 33-year-old catatonic woman died of 
pulmonary tuberculosis 6 months after the last 
of 7 treatments. A 48-year-old catatonic woman 
died of coronary thrombosis 11 months after 
the last of 13 treatments. One 69-year-old ar- 
teriosclerotic woman died of a cerebral hem- 
orrhage 6 months after the last of 12 “subs.” A 
male hebephrenic, aged 26 years, died eighteen 
months after treatments of injuries incurred more 
than a year after the last treatment. A 54-yeat- 
old alcoholic man died of carcinoma of the right 
parotid gland 8 months after one treatment, 
given 2 days after two “subs.”* He had had 
active verified pulmonary tuberculosis 6 years 
before treatment, inactive pulmonary tuber 
culosis for a period of five years just preced- 


*“Sub” or “Subs” refer to sub-convulsive doses of electricity, 
no generalized convulsion resulting. 
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ing the treatment and no reactivation of 
tuberculosis after treatment. A 33-year-old par- 
noid precox man died 3 years after the last 
treatment, of pneumonia, unspecified. A psy- 
chotic male mental defective, aged 36 years, 
died of pulmonary tuberculosis 5 months after 
his last treatment. He had been robust until 
about 2 months before death, and had had a 
very rapid tuberculous course. A man with 
paranoid dementia precox, aged 71, died of pul- 
monary tuberculosis 11 months after the last 
treatment. He had apparently not been robust 
for some years but showed no sign of definite 
illness until a few months before death. While 
the influence which convulsive electric therapy 
may have had, if any, in contributing to the 
deaths of any of these patients is open to dis- 
cussion, it is quite probable that it can be con- 
sidered as only possibly contributory in the 3 
cases of tuberculosis and that of an 88-year-old 
female who died of exhaustion 3 months after 
her last “sub.” The possibility that the produc- 
tion of the mild sub-convulsive reactions was 
contributory to death in the case of this old 
woman whose conduct, appearance, and physical 
functions were apparently unchanged by them, 
except for the few minutes immediately following 
each application of current, seems to be quite 
remote. This may be stated for the doses as well 
as for the reactions themselves. Regarding the 
three deaths from tuberculosis, the 33-year-old 
woman was the only one who showed definite 
evidence of active tuberculosis soon after treat- 
ments and whose tuberculosis might be con- 
sidered as probably having been activated by 
tteatments. The two women who received “subs” 
were not included in this series. 


A study of all of the roentgenographic chest 
teports of all of the white patients of the insti- 
tution,® which were taken in 1946, indicates that 
the incidence of tuberculosis, considered both 
as a whole and as active, in that group is about 
the same as for this series. The clinical findings 
paralleled those of roentgenographic examina- 
lions in both groups but were less pronounced 
and did not point so much to activity as the 
latter. The view is held that the assumption of 
activation of tuberculosis by treatments cannot 
be justified merely on the grounds that it oc- 
curred after they were given. A definite observa- 
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tion was made, however, in this series, to the 
effect that symptoms and signs, as well as 
positive roentgenographic findings of beginning 
pulmonary illness, in cases in which tuberculosis 
was not ruled out and in which pulmonary 
tuberculous activity became a definite factor 
were noticeable within six months after the con- 
clusions of treatments in each case. 


The tables offer several points of more than 
usual interest. The only patients considered as a 
part of this series are those whose psychoses had 
been uninterrupted by significant improvement 
or remission from the time of onset of the cur- 
rent phase until the beginning of treatments. 
One hundred and ninety (49.0 per cent) of the 
387 cases went on leave from the institution.® 
Forty (21.0 per cent) of these returned after 
an average leave period of 14.0 months. One 
hundred and fifty (78.9 per cent) of the total 
going on leave, which represents 38.7 per cent 
of the whole series, have been on leave an aver- 
age of 19.8 months up to November 1, 1946. 
This series excludes all cases retained in the 
receiving and convalescent wards and includes 
only those considered as either problem or 
chronic cases transferred to the chronic wards. 
The overall increase in the percentage of leaves 
which might ordinarily be expected by including 
this group is therefore lost to the series. All of 
the other results are also similarly affected. Two 
hundred and eighty-eight (74.4 per cent) had 
been mentally ill longer than two years before 
treatments were started but had a leave average 
of 35.4 per cent. Of the 30 (7.7 per cent) who 
had been ill between 1 and 2 years before treat- 
ments were started, 80.0 per cent were granted 
leave. Of 69 (17.8 per cent) who were mentally 
ill less than one year before treatments were 
started, 92.7 per cent went on leave. Unfor- 
tunately it has not been possible to follow the 
leave cases. 

The recovery rate of all cases in American 
state hospitals in 1934 has been reported as 16 
per cent5 with an additional 25.7 per cent sent 
out on leave as improved. It is not specified 
whether this includes all cases then residing in 
the institutions or only the admissions for that 
year, but undoubtedly the latter was intended. 

The total of the improved without leave for 
the series was 137 (35.4 per cent) and of the 
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unimproved 60 (15.5 per cent). By improved 
is meant the occurrence of significant ameliora- 
tion or entire disappearance of suicidal, as- 
sultive, destructive, grossly untidy, and elope- 
ment tendencies, the significant inclination and 
ability to engage in useful or otherwise worth- 
while activities under reasonable supervision, 
and pronounced advancement toward obtaining 
some contentment and satisfaction out of life. 


Of the 81 (20.9 per cent) of manic-depressive 
cases of the whole series 58 (71.6 per cent) were 
granted leave. Of the 207 (53.4 per cent) cases 
of the dementia precox group in the series 86 
(41.5 per cent) were granted leave. Of the en- 
tire remainder of the cases of the series, 99 (25.5 
per cent), 46 (46.4 per cent) went on leave. All 
of the depressed cases of the combined manic- 
depressive, involutional, and senile psychoses 


TREATMENT DATA 


Treatments given to 104 male and 283 female white patients, 
totaling 387, were 10,778 treatments in all: 277-200 treatments 
to each of 3 patients; 199-100 to each of 23 patients; 99-30 to 
each of 55; 29-1 to each of 304. 


Averages of Treatments—27.5 to 387, all patients of this 
series. Clinical groups: involutional 11.4; manic-depressive 35.3; 
dementia precox 27.5; mental defective with psychosis 46.4; 
all others 13.1; (depressions only 18.6). 


Ages in years.—Oldest male 70, female 80. Oldest —o 
“‘subs” (not in this series), female 88; youngest male 17, fe 
15; average, all 39.5, male 34.7, female 41.3. 


Blood pressures —Living, 1 patient S.200, D.100; 3 S.190-199; 
6 S.180-189; 5 S. less than 100, the lowest S. being 85 with D. 
of 60; 2 D.110; 13 D.100: and dead, 1 S.160 with D. of 120 
(carcinoma, right parotid gland, caused death). 


Pre-treatment Month in-patient Residence.—387, all of the cases 
of the series, 17,133 (a total of 1,427.7 years), average 44.2; 60, 
all of the unimproved of the series, 3,264, average 54.4; 137, all 
improved without leave of the series, 10,735, average 78.3; 40, 
all of the returned from leave of the series, 771, average 19.2; 150, 
all remaining on leave, to 11/1/46, the series, 2,363, av. 15.7. 


Table 1 


FRACTURES, DISLOCATIONS AND TUBERCULOSIS 


Fractures.—Present serics due to treatment 0; other series 1— 
rt. humerus 1, charged to convulsive electric therapy but true cause 
not definitely determined; both series, totaling 671 cases, rt. 
humerus 1, charged to convulsive electric therapy but true cause 
not definitely determined, 0.15 per cent. 


Dislocations.—Present series jaws, of no importance, 8. 


Tuberculosis.—Total white cases in institution, each of whom 


received chest x-ray examination in 1946, 1,621; not declared free 
from tuberculosis 53 (3.26 per cent); definitely declared active 11 
(0.67 per cent); declared questionable as to activity 10 (0.61 
per cent): total white cases in present series 387; not declared 
free from tuberculosis 11 (2.84 per cent); definitely declared 
active 3 (0.77 per cent); declared questionable as to activity 
— six months after treatments were concluded 8 (2.06 per 
cent 
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TREATMENT RESULTS, ALL CASES 
Unimp.—unimproved, IwoL. —improved, without | RetFL 
returned from leave, RemOL.—remaining on leave, te 1/16 
Involutional Group 
Depressed Other 
1 
Unimp 1 0 1 
1 
IwoL. 0 1 1 
RetFL 0 0 0 
RemOL. 7 2 . 9 
Manic-Depressive Group 
Manic 
Unimp. 1 2 1 4 
19 
IwoL. 5 3 ll 19 
RetFL. 2 2 7 “ il 
RemOL. 13 7 27 a 47 
Dementia Precox Group 
Sim- Un- 
Par. Cat. Heb. ple typed 
33 
Unimp. 6 18 4 0 5 
88 
IwoL. 32 27 21 4 4 
20 
RetFL. 6 8 4 1 1 20 
66 
RemOL. 22 26 il 5 2 66 
Senile Group 
Simple Deterioration 
1 
Unimp. 1 0 1 
0 
IwoL. 0 0 0 
1 
RetFL. 0 1 1 
3 
RemOL. 1 1 3 
31 
Mental Deficiency Psychosis Group 
Other 
11 
Unimp. 11 
12 
IwoL. 12 1 
2 
RetFL. 2 2 
8 
RemOL. 8 § 
All Others Group 
10 
Unimp. 2 8 10 
17 
0 17 
6 
RetFL. 0 6 J 
17 
RemOL. 16 
Total 60 137 40 190 387 


Table 2 


Table 3 
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had a leave rate of 24 (77.4 per cent) out 
ofa total of 31 cases of depressions, as compared 
to 47 (71.2 per cent) out of a total of 66 cases 
remaining in these three groups combined. All 
of the paranoid cases of all of the classifications 
excepting the dementia precox group, in effect 
the senile and “all others” groups combined, had 
a leave rate of only 2 (40.0 per cent) out of 5 
cases as compared to 25 (50.0 per cent) of the 
remainder of 50 cases of these two groups. 


In comparison to this the 207 cases of the 


TREATMENT RESULTS CONTINUED 


The time period shown for each group refers to the pre-treatment 
duration of mental illness. 


than two years, total 
- (74.4 per cent of entire series) ° 
Unimproved 58 
(14.9 per cent of 387) 
Improved, without leave 128 


(33.0 per “cent) (44.4 per cent of 
Improved, all leaves 
(26.3 “per cent) (35.4 per cent of 288) 
Returned from leave... 
(9.0 per cent) “1. 8 ‘per cent of 28) 
Remaining on leave, to November 1, 1946 ” 
(17.5 per cent) (23. 6 per cent of, 788) 


Thirteen twenty-four months, total... 
7.7 per cent of entire series) 
Unimproved _.......... 
(0.25 per cent of 387) 
(1.2 per cent) (3.3 per cent of al 


Improved, all leaves 
(6.4 per “cent) “(80.0 per “cent of 
Returned from leave 2 
(0.51 per cent) (6.6 per cent of . mel 
Remaining on leave, to November 1, 1946. 
5.6 per cent) (73. 6 per cent of i” 


Twelve months or less, total — 
(17.8 per “cent of entire series) 
~ (0.25 per cent of 387) 
Improved, without leave _ 4 
(1.03 ‘per “cent) 7 per “cent of. 69) 


Unimproved ......... 


Improved, all leaves 64 
(16.5 per cent) (92.7. per cent of 
Returned from 
1.03 per “cent) ‘per “cent of 
Remaining on leave, to November 1, 1946... 60 
(15.7 per cent) (86.9 per cent of 69) 


More than twelve months, total 318 
(82.1 per cent of entire series) 
Unimproved 59 
(15.2. ‘per cent of 387) 
Improved, without leave 133 


(34.3 per cent) (41.8 per cent of — 
Improved, all leaves... 
(32.5 per cent) (39.6 per cent of its) 
Returned from leave 
(9.3 per cent) (11.3 per cent of 318) 
Remaining on leave, to November 1, 1946... 
(23.2 per cent) (28.3 per “cent of 318) 


Table 4 
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dementia precox group had 28 (42.4 per cent) 
leaves out of 66 paranoid cases and 58 (41.1 
per cent) leaves out of the remaining 141 cases 
of the group. Other leave percentages for the 
various divisions of the dementia precox group 
were 43.0 for catatonic, 37.5 for hebephrenic, 
60.0 for simple, and 25.0 for untyped. 


SUMMARY 


Forty-nine per cent of 387 white patients were 
granted leave after receiving convulsive electric 
therapy. Twenty-one per cent of these returned 
after an average of 14 months on leave. Seventy- 
eight and nine-tenths per cent of those going 
on leave remained out of the institution.° Of 
the entire series of cases 74.4 per cent had been 
mentally ill continuously for more than two 
years before treatments were started but had a 
leave rate of 35.4 per cent. Another group rep- 
resenting 7.7 per cent of the series had been con- 
tinuously ill for between one and two years be- 
fore treatments were begun and had a leave rate 
of 80.0 per cent. The last group of 17.8 per 
cent of the series had been mentally ill less than 
one year and had a leave rate of 92.7 per cent. 
Thirty-five and four-tenths per cent of the series 
were definitely improved, although they were 
not granted leave, and 15.5 per cent of the 
series could be definitely regarded as unim- 
proved. Only the problem and chronic cases 
were in this series. All others who were retained 
on the receiving and convalescent wards there- 
fore were excluded. 


Age or elevated systolic blood pressure, alone 


‘or together, were not regarded as contraindica- 


tions to treatment. Some cases with impairment 
of the circulation were treated to advantage but 
treatment was not attempted in any case of 
cardiac arrhythmia past forty years of age. No 
curare or other drug was used in connection 
with the treatments. No patient having an acute 
infection, tuberculosis other than minimal ar- 
rested, recently untreated syphilis or pellagra, 
acute pellagra, diabetes, toxic goiter, throm- 
bophlebitis, malignancy, extreme debility, blood 
dyscrasia, albumin, pus, blood or casts in the 
catheterized urine, aortic or brain aneurysm, 
coronary disease or anginal pectoris, ruptured 
intervertebral disk, organic brain disease asso- 
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ciated with increased intracranial pressure, ulcer 
or diverticulum of the digestive tract, or under- 
going vaccine therapy, was given a treatment and 
none of these was considered for treatment. 

The incidence of tuberculosis as a whole, as 
active, and as questionably active was about the 
same as that found in the total white population 
of the institution. 

No fracture or other important injury com- 
plicated convulsive electric therapy in this series. 

No sudden death occurred in this series. Of 
the deaths which did occur, only one, of tuber- 
culosis, might probably be considered as in any 
way resulting from or complicating the therapy. 


Emphasis was placed upon the method em- 
ployed which sought to provide elastic support 
and to some extent to reduce and guide, rather 
than confine or strongly oppose the patients’ 
movements during the electrically induced gen- 
eralized convulsion with complete unconscious- 
ness, loss or alteration of reflexes, and other 
changes, which was the only form of reaction 
regarded as a treatment in this series. 


CONCLUSIONS 


Although there is no uniformity in the diag- 
nosis of mental conditions* which in themselves 
are not clearly differentiated syndromes, the 
classifications are of some benefit in over-all 
prognostications and, as might be expected, the 
recoveries and other improvements with con- 
vulsive electric therapy, as considered in clinical 
groups, in this series more or less paralleled those 
previously found by one author to have occurred 
spontaneously or with other forms of therapy, 
although there was a much higher percentage of 
leave from the institution with convulsive elec- 
tric therapy. It was noted also in the series that, 
regardless of clinical groups, the depressed cases 
had a higher leave rate than the others and that 
all of the paranoid cases, excluding the paranoid 
precox cases, had a lower leave rate than the 
rest of the patients of their clinical groups. Some- 
what in contrast to this, the paranoid dementia“ 
precox cases had a slightly higher leave per- 
centage than the dementia precox group as a 
whole. 


The prognosis was found to be best in cases 
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having an illness duration prior to treatments of 
less than one year, and poorest where illness was 
in excess of two years, judging from the per- 
centages of leaves in this series; this brings oyt 
the importance of early treatment. 


With regard to the choice of patients for 
convulsive electric therapy, the matter is largely 
an individual one which resolves itself into 
weighing the urgency for treatment and the like. 
lihood of significant benefit on the one hand 
against the risks of important complications op 
the other. From a limited experience with only 
671 cases in the two series it would seem that 
minimum desirable pre-treatment requirements 
would be a reliable history, reports of recent 
physical, neurological and chest roentgenographic 
examinations, and, if bone disease or head in- 
jury is suspected, roentgenograms of the regions 
involved, recent blood and urine studies, and a 
reasonable period of observation of the clinical 
progress of the case before attempting to give a 
course of treatments. It is also deemed advis- 
able to check the physical, mental, and possibly 
the neurological status of the patient for a 
period of at least six months following comple. 
tion of treatments and to study them by a system 
of either personal or postal: contacts thereafter. 


Convulsive electric therapy may be employed 
with a wide margin of safety in the hands of 
properly qualified psychiatrists and its judicious 
application is extremely valuable as a psychiatric 
therapeutic modality. While it represents only 
one form of attack on mental disease, cannot 
be relied upon to the exclusion of other forms 
of treatment, and may not be expected to pro 
duce as good or lasting results as deep searching 
psychotherapy° in many cases, it has been found 
to be of great service in raising the psychiatric 
level of longstanding institutionalized cases to 
the degree that the increased socialization of the 
patients on the wards where it is employed makes 
for a better opportunity for improvement and 
even recovery of newly incoming patients, 
creates a more desirable atmosphere for em- 
ployes, reduces the incidence of assaults and de- 
structive activities which, in addition to d 
minishing the urgency for other forms of ther- 
apy, results in a very substantial lowering of 


of 

ad 

at 

su 

at 

tic 

st 

he 

Ve 
ti 

0 
re 

de 

at 

st 

di 

si 

dl 

tl 

b 

tl 
al 

b 

1 


Vol. 40 No. 7 


erating costs. Furthermore, it is evident that 
it has salvaged many patients, in and out of 
institutions, who would have been totally lost 
mentally if left to the realm of spontaneous re- 
covery, Whose economic or social situation, or 
poth, has made the more prolonged methods of 
analytical therapy unobtainable in the early 
cases and probably impracticable in the more 
advanced cases. It has also succeeded many 
times where other methods have failed after 
more or less full or thorough application. 


The chief aim, of course, has been to bring 
about recovery and rehabilitation to the level 
of self-support with reasonably good community 
adjustment; but when this has not been attain- 
able, the goal has been to produce improvement 
sufficient to maintain leave from the institution 
at somewhat lower levels. However, the convic- 
tion cannot be escaped, after long psychiatric in- 
situtional experience, that this form of therapy 
has been of considerable and very worth-while 
value in a large percentage of the great institu- 
tionalized residuum of patients whose mental 
conditions have not improved to the degree rep- 
resented by either of these first two standards. 


Accurate, conclusive, and otherwise valuable 
data in the present connection are difficult to 
obtain, even under the most favorable circum- 
stances. Nevertheless, the approach has been 
direct and the facts presented have been finely 
sifted by assiduous effort: The data and con- 
clusions are submitted for what they may be 
worth to the open minded. By the same token 
that the reported therapeutic results may have 
been influenced by the subjective bias or atti- 
tude of the investigator, as suggested by one 
author’ with respect to previous reports, this 
paper will probably, in at least a few inistances, 
be evaluated. 
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DISCUSSION (Abstract) 


Dr. C. S. Holbrook, New Orleans, La.—A group of 
us in New Orleans have given 31,566 treatments to 
almost 5,000 patients. 


DePaul Sanitarium is a closed institution in that the 
patients remain there for several weeks. On the other 
hand, Touro Infirmary and the Southern Baptist Hos- 
pital are open hospitals where most patients come every 
treatment day and return to their home after they have 
recovered from the immediate effects of the treatment. 


There has been considerable difficulty in finding a 
suitable name for this treatment. ‘“‘Convulsive therapy” 
and “electric shock treatment” both create within the 
patient and his family a feeling of apprehension and 
engender much resistance. We refer to this treatment 
as “electric sleep therapy” and find the patients accept 
it much more readily than if we use the harsher descrip- 
tive terms. I would recommend the use of the term 
“electric sleep treatment” or “electric sleep therapy.” 


We have had no deaths in this group of nearly 5,000 
patients who received over 31,000 treatments. Un- 
fortunately, there have been some complications, the 
exact figures of which I am unable to give you. We 
had three impacted fractures of the humerus in old 
people, and there have been about ten chip fractures or 
mild compressive fractures of the spine in the dorsal 
region. No neurologic disturbance was present in any 
of these. 


We feel that our results, especially with the depres- 
sions, have been splendid. There are few absolute con- 
traindications to electric sleep treatment. We have 
treated many persons aged seventy-five or older. 


Dr. P. L. Dodge, Miami, Fla—Convulsive electric 
therapy in my opinion is one of the most noted advances 
in treatment of nervous and mental conditions in the 
past 30 years. It is a very valuable method in practically 
all conditions attended by emotional instability of a 
mild degree to the very violent manic depressive, either 
depressed or manic in action. At Miami Medical Center 
we have given about 4,500 treatments and have found 
that patients get well of severe manic upsets in a matter 
of a few weeks whereas formerly it took as many 
months. Also we have found that it has given about 
85 per cent recovery in involutional melancholia; at 
least the recoveries are such that the patients can go 
home and live in comfort with their families. 

We have also found that in many cases of alcoholism 
where the patient begins to drink because of a let-down 
feeling or depression, or a feeling of inadequacy, this 
has been one of our most successful adjuncts in the 
treatment. Patients have felt much better immediately 
after convulsive electric therapy, and in a matter of a 
few weeks have been able to go along successfully 
without drinking. 

For many years I have practiced psychiatry with 
psychoanalysis and psychotherapy and was not easily 
won over to treatment by convulsive electrotherapy, 
but now, I cannot add my voice too strongly in recom- 
mendation for treatment with this modality. The most 
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regrettable thing is that the general practitioner, and 
even those in other specialties, do not realize the im- 
portance of this form of treatment. 


I must not fail to impress upon all listeners and 
readers that this form of treatment should be done not 
as an office procedure or treatment in the home but 
should be done in a hospital or sanitarium or clinic 
where there are proper facilities for holding the patient, 
for proper nursing care, and facilities for any emergency 
that might arise. A few unnecessary accidents can do 
untold harm to this very important method of treat- 
ment. 


In comparison to the insulin shock therapy and the 
metrazol shock therapy, the convulsive electric therapy 
is infinitely better in that it can be easily controlled. 
It is given instantaneously and then the patient recovers 
from the effects in a very short time. Also there is no 
danger of toxemia from any of the drugs and the patient 
does not have the fear which is engendered by insulin 
or metrazol. Also the help and assistance is a large 
factor, as the convulsive electric therapy does not re- 
quire nearly such a large staff of doctors or nurses, nor 
does it consume as much time as the insulin and metra- 
zol treatments. 


Dr. Denser (closing) ——Kalinowsky and Hoch? in- 
dicate that fractures of the upper limbs occur chiefly 
in the neck of the humerus and rupture of the head 
from the shaft of the bone occurs mostly in muscular 
young men and increasingly rarely, but that in elderly 
patients, especially when bedridden, fractures of the 
upper third of the humerus, mostly impacted, occur more 
often. They also point out that complete rupture be- 
tween the head and the shaft is rather favored than 
prevented by tight restraint of the shoulder. ‘ 


There is thorough agreement with Dr. Dodge that 
convulsive electric therapy is probably one of the more 
important, outstanding, and useful new therapeutic de- 
velopments of our time. 


With regard to the matter of abandoning the word 
“shock” and the various other undesirable terms, it is 
very evident that this should have been done some 
time ago. “Sleep treatment” or “electrical sleep treat- 
ment” would probably be very suitable, but the sleep 
is too short to produce the beneficial effects which en- 
sue. “Electrical stimulation” might well fit some cases, 
but the effects of the treatment are sedative in some 
other cases and there are other forms of electrical stim- 
ulation which this name would not serve to differentiate. 
In time the most suitable term, one which should re- 
tain sufficient descriptive and identifying characteristics 
and at the same time avoid producing any undue con; 
cern on the part of the patient, will probably be sug- 
gested and generally accepted among psychiatrists. 


There is not the slightest doubt that convulsive 
electric therapy is exceedingly valuable in institutional 
practice, especially when used on a large scale. As in- 
dicated in the paper, even in the more chronic cases, 
results are good in a high percentage. 
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PHYSICAL MEDICINE IN THE CArgE 
OF RHEUMATOID ARTHRITIs* 


By Howarp F. Pottey, M.D. 
Rochester, Minnesota 


Rheumatoid arthritis is a significant cause 
of disability which may result from the several 
types of chronic rheumatic disease. Rheuma- 
tologists encounter rheumatoid arthritis in 33 to 
38 per cent of new patients seen in both military 
and civilian practice.‘ + The importance of this 
incidence is increased when the time some pa- 
tients remain under direct medical supervision 
is considered. In this paper, the discussion will 
be limited to rheumatoid arthritis and the appli- 
cation of physical medicine to its treatment. 


Proper treatment can and should be under- 
taken with optimism. The course of the disease 
can be modified in most cases. In analysis of 
large series, it may be shown that the response 
to treatment is fairly prompt and satisfactory 
in 25 per cent, there is improvement of varying 
degrees and the disease process finally subsides 
in 50 per cent and in only 25 per cent of the 
cases is the response unsatisfactory and the 
disease progressive. 


The objectives of treatment are: (1) to pre- 
vent or lessen deformity, (2) to relieve symptoms 
and (3) to shorten the duration of the disease. 
Use of physical medicine helps to achieve these 
objectives better than any other single form of 
treatment. It is the one treatment which has 
survived the test of time while other types of 
treatment have come and gone. However, it 
should not be used to the exclusion of other 
therapeutic procedures and in most instances 
other forms of treatment should not be used to 
the exclusion of physical medicine. 

Physical treatment need not be limited to the 
physician’s office, hospital, special institution of 
spas. Daily treatment in the home is an advat- 
tageous supplement to professional treatment. 


A program of home treatment should be pre 


*Read in Section on Physical Medicine, Southern Medical At 
sociation, Fortieth Annual Meeting, Miami, Florida, Noveinber 
4-7, 1946. 

Section on Physical Medicine, Mayo Clinic, Rochester, Minne 
sota. 


ce 

ta 

ef 

ce 

st 

th 
of 

we 

mi 

ef 

C0 

ce 

to 
tre 

fo 

Va 

in 

is 

mi 

fo 

tre 

an 
cel 

an 
ap 

Up 

of 

m 

he 

pr 

tio 

fill 

in 

th 

are 

| 

th 
on 


itary 
this 
vision 
1 will 
appli- 
it. 

inder- 
isease 
sis of 
sponse 
actory 
arying 
bsides 
of the 
the 


O pre- 
iptoms 
lisease. 
> these 
orm of 
ch has 
pes of 
ver, it 
other 
stances 
used to 


| to the 
ition oF 
advan- 
tment. 

be pre- 
ledical AS 
Noveinber 
er, Minne 


Vol. 40 No. 7 


ceded by at least a short period of professional 
treatment to provide basic instructions in de- 
tails of the home treatment. In many cases sev- 
eral weeks of hospital treatment preliminary to 
home treatment may be advantageous. In a re- 
cent follow-up study of patients with arthritis 
who had received professional treatment and in- 
structions in the use of physical therapy in 
the home, Treusch and Krusen? found that all 
of the patients who had rheumatoid arthritis 
were continuing a regular program of home treat- 
ment and that 88 per cent were receiving ben- 
dit. The patient will be more encouraged to 
continue treatment if simple apparatus and pro- 
cedures which can be most readily converted 
tohome use are employed during the professional 
treatment. Treatment will need to be continued 
for varying lengths of time and will need to be 
varied somewhat in individual cases. 


Physical measures of value may be divided 
into three classes: (1) thermotherapy, which 
is the application of heat or cold or both, (2) 
massage and (3) therapeutic exercise. 

The patient should be relaxed and in as com- 
fortable a position as possible while physical 
treatment is being carried out. 


THERMOTHERAPY 


Application of heat produces vasodilatation 
and increases the rate of flow of blood. It ac- 
celerates tissue metabolism and produces a mild 
analgesic effect on painful joints. Heat may be 
applied either locally or generally, depending 
upon the device used. : 


The luminous baker with four to twelve bulbs 
of carbon or tungsten filament is one of the 
most satisfactory means of applying radiant 
heat. It is applied at a distance required to 
produce comfortable warmth without any sensa- 
tion of burning. This common apparatus ful- 
fills several important requirements for heat- 
ing with maximal efficiency. 


The luminous source of radiation is richer in 
the slightly more penetrating infra-red rays than 


are resistance coils or other nonluminous sources 
of radiation. 


The large curved reflecting surface increases 
the area which may be heated effectively since 
only those portions of the skin which are at right 
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angles to the reflector are heated effectively.? 
The widespread articular involvement in many 
cases makes this an important factor. 


The luminous baker has the additional and 
important advantage of being easily adaptable 
to home use. It is safer to prescribe a somewhat 
smaller baker for repeated home use. A simply 
constructed luminous baker which is equipped 
with four 100 to 120 watt Mazda lamps is fre- 
quently recommended.> A baker is used ordin- 
arily for thirty minutes once or twice daily. 
Thirty minutes is the minimal time necessary to 
produce maximal vasodilatation. 


The contrast bath is a simple method of 
producing hyperemia. It may be used effectively 
when rheumatoid arthritis involves joints of the 
fingers and wrists or feet and ankles. It is also 
helpful in the presence of cold and clammy ex- 
tremities. The temperature of the hot water is 
ordinarily between 105° and 110° F., depend- 
ing on the adequacy of the circulation and 
sensation of the extremity. The temperature of 
the cold water is usually 50° to 60° F.° 


Studies of cutaneous temperature by Wood- 
mansey and his co-workers,!° by Bennett! and by 
Martin® have resulted in changes in the time 
used for alternating the immersion of the ex- 
tremity in hot and cold water and the total 
duration of the treatment. Greater elevations 
of cutaneous temperatures and optimal active 
contraction and relaxation of blood vessels are 
now found when the initial immersion of the 
extremity is in the hot water for ten minutes 
and thereafter the extremity is placed alternately 
in cold water for one minute and in hot water 
for four minutes. The alternation is repeated 
three to four times, always ending with im- 
mersion in the hot water. Therefore, the total 
time required is twenty-five or thirty minutes. 
Treatment may be carried out twice daily. The 
contrast bath is readily adaptable to home use. 
It is particularly valuable when home treat- 
ment is planned without facilities for heating by 
electric current. 


Hot paraffin or hot fomentations are other 
simple and effective means of applying heat 
locally to the back or extremities.6 When using 
paraffin, ordinary household paraffin is melted 
in a double boiler and allowed to cool until a 


1947 
ase 
veral | 
uma- 
33 to 


598 


thin film forms over the top. It is then applied 
once or twice daily in a thickness of % to 4 
inch (0.3 to 0.6 cm.) by dipping the extremity 
into the paraffin or by using a cloth-covered 
stick or brush to coat the area being treated. 
Leaving the paraffin in place and covering it 
with toweling for thirty to forty minutes will 
help to retain the heat. Hairy surfaces should 
be covered with mineral oil before paraffin is 
used. 


Hot fomentations may also be used for local 
application of heat once or twice daily for thirty 
to forty minutes each time. These methods are 
also especially advantageous as substitutes for 
simple radiant heating devices when electricity 
is not available. 


Short wave diathermy may be used in office 
or hospital treatment. The important effects 
of the use of high frequency currents are those 
of heat rather than any specific or mysterious 
effects.’ It is not always possible to treat wide- 
spread areas by a single application of short 
wave diathermy. The apparatus is dangerous 
if not properly used and it is rarely adaptable 
to home use. Short wave diathermy has a more 
limited field of usefulness than other methods 
of applying heat in the treatment of rheumatoid 
arthritis. 


FEVER THERAPY 


Mild febrile reactions may be induced in an 
attempt to control an exacerbation of rheumatoid 
arthritis. Febrile reactions may be produced 
in several ways by use of physical agents. Some 
may be readily adapted to home use. 


In hospital and institutional practice, the 
various types of fever cabinets may be used. 
Experience has shown that short sessions of 
mild fever which can be repeated at frequent 
intervals are better tolerated and are as effec- 
tive or more effective than longer, more debili- 
tating artificial hyperpyrexia. Our usual pro- 
gram is to apply fever therapy for thirty to sixty 
minutes, raising the temperature of the body to 
100° to 102° F. Such sessions may be repeated 
two to three times a week for several weeks 
or longer. 


Hydrotherapy by use of a Hubbard tank or 
therapeutic tub also may be used for production 
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of mild hyperpyrexia. Since the therapeutic ty 
closely resembles the household bath tub, itg 
use demonstrates a method of inducing mig 
febrile reactions as a part of the home treatment 
The temperature of the water is varied from 
100° to 104° F. to produce a bodily temperature 
of 100° to 102° F. in approximately thirty min. 
utes. Mild hyperpyrexia may be induced ip 
this manner two to three times a week. 


More intensive heating may be obtained by 
using two luminous bakers simultaneously ang 
covering the bakers as well as the untreated parts 
of the body to reduce loss of heat. An increase 
of as much as 1° F. in the systemic temperature 
may be induced within thirty minutes. Hyper. 
thermia of this degree may be prescribed daily 
for ambulatory patients except in extremely 
hot or humid weather. 


Fever therapy is customarily not used or js 
used in a milder degree for patients who show 
evidence of senility or are markedly debilitated 
by the rheumatoid arthritis or some other non- 
comitant condition. 


Mild fevers by means of hydrotherapy alter. 
nated with luminous bakers and other means of 
producing local or general heating in the home 
provide the basis for a sound, practical and 
efficient physical treatment program. 


MASSAGE 


Massage is a mechnical substitute to aid cir- 
culation in the absence of normal muscular 
action. It may produce muscular relaxation 
and aid in overcoming limitation of motion in 
the joints. When massage is preceded by some 
form of heat, the effects of both the heat and 
the massage may be enhanced. 


Deep sedative massage is usually prescribed. 
Briefly, this consists of stroking and kneading 
movements. In the presence of an exacerbation 
of the inflammatory process in a joint, lighter 
movements should be carried out. Massage 
should not be employed directly over a joint. 


The length of time for giving massage may be 
varied. It is usually considered that ten t 
fifteen minutes of deep sedative massage should 
be given to the back, ten minutes to the lower 
extremities and five to ten minutes to the upper 
extremities.2. A properly trained technician of 
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physician can instruct a member of the patient’s 
family in simple massage strokes which may be 
ysed in the home treatment.‘ 


Such a plan is certainly more to be recom- 
mended than the use of mechanical apparatus 
for massage. Patients should be cautioned that 
poor or even harmful results may obtain if 
massage is given too heavily, too vigorously or 
too roughly. 


THERAPEUTIC EXERCISE 


Therapeutic exercise is valuable in preventing 
deformity and ankylosis of the joints. It also 
helps to increase circulation, muscular strength 
and general metabolism. A regular program of 
exercise for uninvolved as well as involved joints 
often helps to shorten convalescence when ac- 
tivity is resumed. 


The types of therapeutic exercise most often 
used are (1) passive, (2) active assistive and 
(3) active, voluntary exercise. Each type of 
exercise should be modified by the physician 
according to the requirements of the case and 
the rate of progress under treatment. 


Passive exercise is usually accomplished by 
the technician. If it produces muscular spasm 
and resistance on the part of the patient, it 
ceases to be a passive exercise. Passive exercise 
is used to retain as much movement of the joint 
as possible during acute inflammatory stages. 
Because this phase of rheumatoid arthritis is 
encountered infrequently and is of short dura- 
tion, passive exercise is used infrequently. 


In active assistive exercise, the patient makes 
an active effort to move the part and the tech- 
nician or some mechanical agent assists in 
attaining further range of motion than that 
which results from contraction of the muscles 
alone. In this instance, the degree of forcing 
or stretching which is desired must be clearly 
specified. The appearance of increased pain, 
stiffness or soreness on the day following exer- 
cise is to be avoided, as it indicates that the exer- 
cise has been too strenuous. Active assistive 
exercise is generally used to obtain increased 
motion of the joints and to assist in re-educat- 
ing and strengthening the muscle to a point 
where active voluntary exercise can be done. 


Active exercise means free exercise which can 
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be performed by the muscle without the aid 
of external forces. It is well to have the patient 
attempt active exercise as soon as possible to 
help maintain or produce normal range of motion 
of the joints against gravity. If active exercise 
is started too soon, pain and muscular spasm 
will serve as a warning to diminish activity. 
When it is prescribed, specifications should be 
made concerning what deformities are to be 
corrected and which muscles are expected to be 
strengthened.? Active exercise should be first 
practiced without weight bearing. Muscle “set- 
ting” and postural exercises are types of active 
exercise which can be undertaken during the 
period of rest in bed. 


Weight bearing should be begun only when 
sufficient range of motion has been obtained 
to permit reasonably good function and when 
the muscles have sufficient strength to help 
support the weight of the body. When the in- 
volvement of the joints is severe, walking may 
be started in a therapeutic pool or in a walker 
which supports most of the patient’s weight on 
the axilla or hands. A simple walker for use at 
home may be constructed from specifications 
available from the Council on Physical Medicine 
of the American Medical Association. Later the 
walker may be supplanted by suitably measured 
crutches which the patient has been taught how 
to use properly. As progress continues, or in less 
severe cases, unsupported walking may be accom- 
plished. Repeated short periods of weight-bear- 
ing activity are preferable to a longer period 
which can be repeated less frequently. Each 
exercise period may vary from a few minutes to 
thirty minutes. 

In addition to exercise administered under 
the guidance of the physician and technician, 
the patient may be advised to repeat the exer- 
cises in his home at least several times daily, 
thus increasing the effectiveness of the physical 
treatment. When the patient is able to carry 
out active therapeutic exercise he should be 
expected to assume a large share of the responsi- 
bility for prevention of deformities or for their 
correction if they are already present. 


The discussion of therapeutic exercise should 


not be dismissed without considering rest. Much 
is being said concerning the “abuse of rest” at 
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present. However, in the treatment of rheuma- 
toid arthritis, it is important not to let the 
pendulum swing too far toward the minimizing 
of the need for rest. More than the normal 
six to eight hours of rest in bed is needed, not 
only for the benefit of the affected joints but 
also to prevent or minimize fatigue. 


In most instances, the patient should have 
ten to twelve hours of rest in bed during each 
twenty-four hours. This should be continued 
even after the disease becomes quiescent. More 
hours of rest or complete rest in bed may be 
indicated in the presence of fever, marked de- 
bility, progressive loss of weight or progression 
of the active stages of the arthritis. The bed 
should have a firm, nonsagging mattress and 
springs. The patient should be in a position 
favorable to correct bodily mechanics. The use 
of pillows under the knees should be avoided. 
Adequate rest can be correlated advantageously 
with carefully prescribed exercises and other 
physical treatment. 


SUMMARY 


The inclusion of an optimal amount of physi- 
cal medicine in the program for control of 
rheumatoid arthritis provides a logical approach 
to the treatment of the disease. More extensive 
use of simpler types of physical medicine should 
significantly relieve the patient’s symptoms, 
help to shorten the duration of the disease and 
achieve better function of joints. As the inflam- 
matory process subsides and the disease becomes 
quiescent, a more useful and happy member of 
society may then be anticipated. 
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TREATMENT OF PATIENTS WITH 
RECTAL DISEASES* 


By J. E. Linn, M.D. 
Birmingham, Alabama 


The first and most important step in the 
treatment of any condition is an accurate diag- 
nosis based upon a careful history and a skillful 
examination. A correct diagnosis is 50 per cent 
of the treatment. 


In a patient suffering with malignant disease, 
an early diagnosis is often the deciding factor 
between life and death. 

In treating a patient suffering from rectal 
disease it might be well to review some of the 
principal symptoms which confront us on the 
first contact with the case. 

Every patient first comes to his physician be- 
cause of two principal factors. The first of 
these is apprehension and the second is physical 
discomfort. Apprehension may be subdivided 
into the patient’s noticing a change in the normal 
state of his well-being, such as the appearance 
of blood, pus or mucus from the anal orifice; 
some change in the frequency, color, consistency 
or manner of expulsion of his daily stools; or 
a sense of weakness, loss of weight, or any ope 
of that train of symptoms which we have learned 
to associate with focal infection. 

Physical discomfort may range from a slight 
feeling of prickling which sometimes indicates 
the presence of papillitis, to pain of a dull, throb- 
bing, burning, tearing, cutting or acute type, 
local tenderness, sphincter spasm, or itching 
varying from a simple type up to that aggravated 
persistent and almost uncontrollable type known 
as pruritis ani. 

When a patient consults his physican from 
either apprehension or physical discomfort, he 


*Read in Section on Proctology, Southern Medical Association, 
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js entitled to a sympathetic audience and a 
careful investigation into the cause and nature 
of his difficulties. That this is particularly true 
of the patient suffering from rectal disease, is 
proved by the large number of lamentable and 
all too frequently tragic failures, who are un- 
fortunate in not having their first contact with 
a well-trained physician. 

The fact that in every sizable community 
there is at least one irregular practitioner or in- 
stitution advertising treatment of diseases of 
the rectum; and that there is scarcely a publica- 
tion circulating which does not contain one or 
more announcements of “guaranteed” remedies 
and “sure cures” for all forms of rectal diseases, 
proves that the medical profession as a whole 
has been derelict in its duty to these patients. 

Witness the comparatively few medical schools 
making any effort to teach the student simple 
methods of correct diagnosis of diseases of the 
rectum, and of treating those diseases when so 
diagnosed. Also note the comparatively small, 
although now fortunately growing number of 
departments of proctology and special clinics in 
the leading hospitals of this country. 

In many medical schools the department of 
general surgery has arrogantly decreed that the 
teaching of proctology is a mere incident in the 
teaching of surgery, forgetting or overlooking the 
fact that there is much in the treatment of 
diseases of the anus, rectum and colon which is 
purely non-surgical in type. 

The reason that many of the irregular insti- 
tutions mentioned above exploit the proctologic 
patient and flourish, is that the patient himself 
turns from a physician whose examination and 
treatment have been unsatisfactory and listens 
to the lure of the “miracle man” who promises 
everything and gives nothing. 

It is my intention today to mention the prin- 
cipal symptoms which should call one’s atten- 
tion to the anus and rectum, to mention briefly 
the technic of a satisfactory method of examina- 
tion and to dwell briefly upon a few typical 
common diseases with which one is apt to come 
in contact, and a few principles of treatment. 

As I mentioned above, the patient comes to the 
Physician’s office either through fear or be- 
cause of physical suffering. Fear or apprehension 


LINN: TREATMENT OF RECTAL DISEASES 601 


is usually evidenced when there is sufficient 
change in the patient’s normal physiology to 
make him conscious of the fact. 

Progressing constipation or an increase in 
the number of daily stools will soon impress 
itself on the patient’s mind. The appearance of 
mucus, blood, pus or fragments of tissue with 
stools will also cause apprehensions. Loss of 
appetite, nausea, burning in the epigastrium, 
vertigo, intestinal fullness, expulsion of increas- 
ing quantities of flatus, backache, headache, loss 
of weight, anemia and disturbed rest all are 
symptoms which should call for an investigation 
of the lower end of the alimentary tract. 

Obstipation, colonic dysfunction due to me- 

chanical causes, true colitis, parasitic infections, 
fecal impactions, colonic polyposis, specific ul- 
cerations and lastly, but most important of all, 
malignant disease, may all manifest themselves 
by some of the symptoms like the above which 
cannot be numerated in a paper of the present 
limitations. 
” The patient presenting himself because of 
physical suffering may have a mild itching or 
that persistent, tormenting type known as pru- 
ritis ani. The cause and treatment of the various 
types of itching common to this region can be 
determined only by an internal as well as an ex- 
ternal examination of the parts. Pain of a dull 
or throbbing character, deep-seated or referred 
to the back, thighs or limbs may be an ac- 
companying symptom of internal hemorrhoids 
or ulcer of the rectal ampulla. Pain of an acute, 
cutting, stabbing or pulsating type occurs with 
diseased conditions of the anal canal, such as 
ulcerative cryptitis. Fissure and ulcer, throm- 
botic hemorrhoids, anal abscesses and trauma 
will also be evidenced by localized pain. 


Sphincter spasm will accompany ulcer, fis- 
sure, cryptitis, papillitis and the presence of for- 
eign bodies. Sphincter spasm accompanied by a 
frequent desire for stool with the sensation of a 
foreign body in the rectum is a suggestive sign 
of fecal impaction. If in addition there are fre- 
quent passages of mucus with or without blood 
this is almost conclusive. 


The appearance of bleeding from the anal 
orifice whether with the passage of feces or 
alone is in itself an imperative demand for an 
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exhaustive and complete examination of the 
anus, rectum, and sigmoid. While blood is fre- 
quently caused by internal hemorrhoids, it also 
indicates the presence of polyps, ulcers, fissures, 
proctitis, benign adenomata, foreign bodies, im- 
paction and last but not least, malignant disease. 


Examination.—If symptoms like the above are 
elicited, an examination of the parts is indicated. 
Such an examination must include, in addition 
to the digital examination of the patient, an ex- 
ternal inspection of the surrounding parts, and 
an internal inspection, using for this purpose, 
anoscopes, proctoscopes and the sigmoidoscope. 
Digital examination is very important, because 
after external inspection, this is the next step 
in the investigation of the condition of the pa- 
tient’s anus and rectum. Many a patient has 
left a physician because of an improper, clumsy 
or unnecessarily painful digital examination of 
the anus and rectum. 

A good routine practice is to instill 3 or 4 c. c. 
of 2 per cent liquid “pontocaine” into the anal 
canal, using a small medicine dropper with a 
little round bulb on end, hot compresses being 
applied for 3 or 4 minutes while waiting to 
make the examination. 

With the patient lying on either side, the 
gloved finger is then inserted while the patient 
is asked to strain or bear down. The finger 
should always be supple, and never rigid. As the 
patient strains the sphincters will relax, and the 
finger slowly enters. 

Considerable information can be secured by 
gently encircling the anal canal and the lower 
rectum with the little finger. If this does not 
cause much discomfort, the index finger can 
then be inserted and the condition of the entire 
rectal cavity can be ascertained. With the other 
hand on the patient’s abdomen, a bimanual ex- 
amination can be made which will give informa- 
tion as to the condition of the pelvic viscera and 
the condition of the perineum, bladder, seminal 
vesicles, and the prostate as well. 

The insertion of the little finger first is advis- 
able, because the difference of circumference of 
the little finger as compared with the index 
finger is often sufficient to make what would 
otherwise be a distressing procedure a very com- 
fortable one. Too often a physician has been 
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satisfied merely with a digital examination, ang 
because he did not feel anything abnormal, has 
decided that there was no pathology present, 


It may be mentioned at this time that it js 
very difficult in many cases actually to feel an 
internal hemorrhoid of considerable size. It js 
therefore urged that the other methods of ex. 
amination be used in addition to the digital 
examination. 


The best position for the patient to assume 
for proctoscopy or examination of the rectum 
proper is the knee-shoulder position, providing 
he does not have a proctological table. In this 
position all of the abdominal organs fall away 
from the rectum and it will balloon from pres- 
sure of atmospheric air which enters when the 
obdurator is removed from the proctoscope. The 
sigmoid colon can, in most patients, be examined 
in this same position. If, however, on account 
of sharp angulations or adhesions or curvature, 
due to a short mesocolon, it may be necessary to 
invert the patient to secure straightening out 
of the folds and good dilatation, the use of 
pneumatic dilatation of the sigmoid is very rarely 
indicated if the inverted posture is employed. 


Biopsies should be made from rectal tumors 
and ulcers when found and when malignancy is 
suspected. No rectal or colon study is complete 
when a patient presents himself with an uner- 
plained anemia, loss of weight, alternating di- 
arrhea and constipation, or the appearance of 
blood without an exhaustive study of the parts 
with contrast barium enema, x-ray studies and 
air injection. 

Fistula.—In the surgical treatment of fistula, 
either anal or rectal, there are several important 
principles to be observed. In the first place the 
diagnosis should be made without inserting 4 
hard or inflexible probe or director. If a probe 
is deemed indispensable only a soft flexible 
silver wire with a small end of smallest caliber 
to enter the tract should be used. We know 
that most fistulas are either curved or tortuous, 
or that they consist of definite cavities which 
communicate with both the mucous and cutane- 
ous surfaces by means of channels much nat 
rower than the parent cavity. Knowing this to 
be a fact, the insertion of a probe blindly from 
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without into the anus or rectum results usually 
in the production of false or traumatic tracts. 


The primary opening should be located. before 
any trauma or surgery is begun by thoroughly 
inspecting the entire anus and rectum, especially 
the anal crypts, as the large majority of fistulas 
originate from infection of the perianal crypts. 

Since a fistula is the final stage of the disease 
which originates as an abscess, the prophylactic 
or abortive treatment is the immediate recogni- 
tio and complete drainage of the abscess. 
Whenever this can be accomplished a fistula is 
prevented, providing the starting point or focus 
of the infection is recognized and removed. 


The appearance of a definite area of swelling 
accompanied by marked tenderness, pain, and 
usually temperature is sufficient indication of 
the presence of an abscess of this character. 
All agree that the moment these abscesses point 
or become fluctuant they should be drained im- 
mediately in order to relieve tension and to 
prevent spontaneous rupture in an undesirable 
quarter. However, when high temperature, red- 
ness, and induration without fluctuation are 
present, hot compresses, hot sitz baths, sulfa 
drugs and penicillin as necessary to bring the 
abscess or infection to a point should be used 
after which it should be adequately drained. 
This drainage not only relieves tension, but by 
allowing escape of a certain amount of pus, 
relieves the patient’s pain as well as preventing 
further spread or extension of the suppurative 
process. The patient should be informed, how- 
ever, that the drainage is merely a temporary re- 
lief measure, and that the abscess must be oper- 
ated upon within the next few days in order to 
secure complete removal and drainage. An ab- 
scess which has been merely punctured wilt 
usually degenerate into a fistula. 


In fistula operations where the external 
sphincter muscle is involved, the primary or in- 
ternal opening is found, then the incision should 
be from within out cutting the sphincter muscle 
at right angles and extending the incision 
through the fistulous tracts. Packing keeps the 
muscle ends apart and causes an overproduc- 
tion of fibrous tissue between the cut ends of 
the muscle and induces partial, if not complete, 
incontinence. A plug of fibrous tissue prevents 
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good muscle union. If all infected tissue is 
excised, all side-channels are removed, and bleed- 
ing vessels tied, clean, raw wounds will remain 
where the abscess or fistulous cavities were re- 
moved. 


In order to prevent agglutination of the skin 
or mucous surfaces, pieces of thin rubber dam 
are inserted, to be removed in twenty-four hours. 
If no gauze has been packed against this tissue, 
it will be found that the cavities have decreased 
from 50 to 75 per cent in size, and what seemed 
to be a deep wound has become a very shallow 
one. If all abscesses and fistulous wounds are 
saucerized by trimming back the overhanging 
edges of skin, then treatment becomes prac- 
tically that of surface wounds, and healing with- 
out distortion or deformity is the result. 


When fistulous tracts undermine the sphincter 
muscles, actual experience is the only sure guide 
to follow when doing fistulectomies in stages. 
It is true that the majority of fistula operations 
may be performed in one stage but there is an 
occasional necessity for a two-stage procedure. 
A sure way to avoid incontinence is to incise 
the sphincter in two procedures. At the time of 
operation, incise a small portion of the sphincter, 
then encircle the remaining fibers with a loose 
loop of suture silk, which will be allowed to re- 
main until scar tissue has bound the muscle that 
is surrounded by the silk seton. The muscle is 
incised at a later date when anesthesia is pro- 
duced by infiltrating the parts with a few drops 
of procaine solution. This technic insures fecal 
continence by not incising the entire sphincter 
the first time. 

If several fistulous tracts are present and 
undermine the sphincter, a silk suture should be 
drawn through each tract and loosely tied around 
the sphincter to remain as drain and sign-post 
to identify the location of the tract. Only one 
tract undermining the sphincter is operated upon 
at each stage, and this is allowed to heal com- 
pletely before another tract, preferably opposite 
this one, is treated in the same manner. 


By this method any number of fistulous tracts 
may be removed and the muscle severed in its 
entirety in several locations, without in any way 
interfering with normal function. Fecal incon- 
tinence is a condition which should never follow 
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a properly performed operation, providing there 
has been no destruction of the muscle tissue by 
the disease or by trauma before the patient 
comes under his physician’s observation. 


Fissures and ulcers—In all diseased condi- 
tions of the anal canal in which pain, and par- 
ticularly spasmodic pain, is an important factor, 
physiologic rest of the sphincter is an important 
consideration. This is particularly true when 
the patient is suffering from a fissure or an ulcer 
in the anal canal. 

In former days we were taught that the ways 
to produce this physiologic rest were by manual 
or instrumental divulsion of the sphincter muscle. 
This was a brutal and poor surgical procedure. 
It is much more logical, comfortable and surgical, 
to put this muscle at rest with local, caudal, 
spinal or “pentothal” anesthesia and excise the 
fissure or ulcer down to healthy tissue, then do 
a superficial sphincterotomy. 

The injection of 25 to 35 c. c. of 1.5 per cent 
“metycaine” solution into the caudal canal or a 
0.5 per cent solution posterior to the anal com- 
missure so as to block the nerve supply of the 
sphincter, is sufficient to anesthetize and relax 
the sphincter fibers. When anesthesia is pro- 
duced, which occurs in a very few minutes, an 
incision across the sphincter muscle excising the 
bed of the fissure or ulcer, and excision of the 
sentinel pile will be sufficient to secure rest and 
healing will immediately follow. ‘“Zylcaine” 5 
c. c. perianally gives good postoperative relaxa- 
tion of the sphincters for 3 to 10 days. 

By a proper supervision of the patient’s diet, 
a soft, but formed daily stool should be en- 
couraged. A normally shaped stool of normal 
consistency is nature’s dilator. 

If both patient and physician will resist the 
impulse to saline or other cathartics which pro- 
duce irritating and fluid stools, we shall not hear 
so much about painful defecation and postopera- 
tive stenosis. 

The over-indulgence in, and abuse of enemas, 
and particularly the use of soapsuds enemas is 
to be strongly discouraged. 

The equalization of circulation and the com- 
fort which hot sitz baths give can best be de- 
scribed by the patients who themselves are in- 
clined to overdo their indulgence in the sitz 
bathtub. 
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A minimum of manipulation and a realization 
of the fact that one is dealing with a patient 
who is suffering from a disease involving a part 
which must be kept functioning during his entire 
convalescence, will be the best guide to the per. 
manence of the result and successful handling 
of the case. 


DISCUSSION (Abstract) 


Dr. ‘Louis E. Moon, Omaha, Nebr.—Proctology has 
been recognized as an approved specialty by the Counc] 
on Medical Education and Hospitals of the American 
Medical Association. This recognition carries with it 
the permission to establish residencies for teaching pur- 
poses, and in the near future we hope that there will 
be a goodly number of residencies available for young 
men who wish to take up proctology as a specialty, and 
with these teaching facilities established, we shall soon 
see proctologists in many more communities. The es- 
tablishment of these residencies over the country in 
our good hospitals should be an entering wedge for 
our entrance into all of the medical schools. 


At present very few medical schools have a course in 
proctology. Some are teaching some proctology with 
general surgery, and other medical schools make very 
little mention of the subject. I believe when we have 
established teaching positions, these residences, that our 
medical schools will see that we have a place in surgery 
and will be willing to accept us as a special group. 


Dr. Linn has stressed the following things: first, a 
careful history; second, a complete and gentle examina- 
tion which should lead to an accurate diagnosis, and he 
made the statement that he thought that an accurate 
diagnosis was 50 per cent of the treatment. I think it is 
90 per cent or more. Unless you know what you are 
treating, you are not going to treat it well. Third, he 
has given the symptomatology, and the proper treatment 
of the anal lesions seen most frequently in our offices. 


Dr. Muniz has told us how proctology is practiced 
in Cuba. Dr. Alley has given us his idea on the treat- 
ment of hemorrhoids. Dr. Linn has given us a com- 
prehensive idea as to treatment on the more common 
anorectal conditions. I think the way I treat them is 
the best for me and I think the way that each of you 
treats them is the best for you, because if we adopt 
some method ourselves which we do well, we had 
better do that well than to try to do some other man’s 
method which we do not do so well. So when you sum 
up these papers this morning, you will find that the 
fundamentals which we are talking about are all the 
same. We are all thinking along the same lines. We 
are all trying to do good work and our mission now is 
not so much to tell each of us what to do and how to 
do, but it is to get out and tell the general profession 
what to do and how to do it and how to make a better 
diagnosis. Then we are going to keep patients from 
going to the advertising quacks of whom Dr. Linn spoke. 


E 


Vol. 40 No. 7 . LONERGAN: SURGICAL MANAGEMENT OF HIP FRACTURES 605 


We must educate our profession if we are going to have 
better proctology generally. 


Dr. Alvin Baldwin, Dallas, Tex——There are three 
points which I wish to emphasize: first, there is an 
increasing interest by the general practitioner in the 
practice of proctology, thereby enabling the physician 
to arrive at an earlier diagnosis, which offers the 
patient the opportunity of early correction and amounts 
to the difference in many instances between his being 
restored to a normal state of health or being labeled an 
incurable at a later date. 

Second, it is desirable to educate the laity to the im- 
portance of early examination when unusual rectal 
symptoms and signs occur, thereby affording the proc- 
tologist the opportunity of eradicating the trouble in 
its infancy. 

Third, postoperative complications are minimized by 
improved surgical technic, along with our trustworthy 
antibiotics, a more scientific approach towards the 
balancing of fluids, electrolytes, and equally important, 
early ambulation. With the aid of these, we are now 
able to perform from a minor type of surgery of the 
rectum to that which was formerly considered very 
radical surgery of the rectum, with a more than reason- 
able degree of assurance of restoring the patient to a 
state of active health at an early date. 


PROBLEMS IN THE SURGICAL 
MANAGEMENT OF HIP 
FRACTURES* 


By Ropert C. LONERGAN, M.D. 
St. Petersburg, Florida 


_A fracture in the region of the hip joint is 
always a serious disability and it is a difficult 
problem to treat. It involves the most important 
weight bearing joint in the body. In most cases 
the fracture occurs in an elderly person, usually 
ina woman. Between women and men the pro- 
portion is about 6 to 1. Seldom does it occur 
in the Negro race. Women are probably subject 
to more stress due to the wider pelvis, the lesser 
angle at the femoral neck, the tendency for the 
femorae to deviate towards each other, and a 
narrower diameter of the femoral neck. An 
elderly person has fragile bones, less elasticity, 
and a certain amount of osteoporosis with the 
calcium salts presumably displaced by fat. Fre- 
quently one must treat a senile person with 


*Read in Section on Orthopedic and Traumatic Sur; 
gery, 
jeuthe ™m Medical Association, Fortieth Annual Meeting, Miami, 
lorida, November 4-7, 1946. 


cardiovascular and renal changes, an additional 
complication. Key and Conwell’s textbook says 
that there is a mortality of from 10 to 20 per 
cent. Thus the first consideration is the patient’s 
general condition. It may be necessary to wait 
for several days before treatment of the frac- 
ture is begun. In the operable cases there are 
still many problems to face. The surgeon is 
guided by definite fundamental and well-recog- 
nized factors necessary for the repair of any 
fracture. These factors imply accurate reduction 
and secure immobilization. To secure repair, 
there must be an adequate blood supply to the 
fractured area, the absence of any gap between 
fragments or infection or interposition of soft 
parts. Watson-Jones stresses inadequate im- 
mobilization as the greatest cause of non-union 
but in fractures of the hip the lack of blood sup- 
ply is certainly the important factor in healing. 
Without detailed reference to this familiar sub- 
ject you are aware that one must secure an ac- 
curate mechanical reduction of the fracture. To 
do this surgical skill is required although the 
particular skill necessary to treat a fractured hip 
includes not only the surgeon but a good operat- 
ing team and x-ray technic, which will provide 
readable films in both anterior and lateral 
projections. 


TREATMENT 


For the purposes of treatment these hip frac- 
tures must be classified and the simplest classifi- 
cation is that of Key and Conwell who divide 
them into (1) fractures of the femoral neck; (2) 
fractures of the trochanter. Other classifications 
merely amplify these two main divisions. It is in- 
teresting to note historically that in the last 
century the general attitude of treatment was 
voiced by Sir Astley Cooper who felt that the 
control of the hip fracture was beyond humar 
means and in fact the patient was lucky to es- 
cape with his life. Early in the twentieth cen- 
tury Whitman published his now well known 
surgical method of reduction by abduction and 
internal rotation for fractures of the femoral 
neck with immobilization in a plaster cast. From 
this time he has been a stormy petrel on the 
horizon with arguments for this treatment and 
occasional comparison of results in other types. 
In 1931, Smith-Petersen brought forth the 


1947 
ient 
part 
Der- 
ling 
has 
unci} 
rican 
h it 
pur- 
will 
Jung 
and 
soon 
y in 
for 
in 
very 
have 
our 
gery 
4 ‘ 
t, a 
— | 
i he 4 
rate 
it is 
are 
, he 
rent 
iced 
eat- 
om- 
non 
n is i 
you 
lopt 
had 
an’s 3 

um 
the 
the 
We 
y is } 
to 
‘ 
om 
ke. 


606 


method of open reduction and internal fixation 
with a three-flanged stainless steel nail. Watson- 
Jones thinks this is one of the most noted 
surgical advances of our times. It is true that 
there has been a significant advance in the treat- 
ment and general acceptance of the principles of 
internal fixation for fractured hips. You are all 
familiar with the welter of ideas and mechanical 
gadgets now used for internal fixation treat- 
ment. These include many different types of 
nails, screws, and pins, all of which follow the 
principle initiated by Smith-Petersen, that is to 
say, immobilization of the fractured fragments 
by transfixation with a gadget that prevents 
rotation. In the main, such treatment involves 
reduction of the fracture by the Whitman or 
Leadbetter method, open incision and the in- 
sertion below the trochanter of pins or screws 
under the guidance of x-rays taken during the 
operation. In some instances the surgeon prefers 
to insert his fixation apparatus after an open 
arthrotomy. Some of these men, Burns, Key, 
Cubbins, point out the frequent interposition 
of soft tissue and the obliquity of the fracture 
line as opposed to the customary appearance in 
the x-ray film of a transverse line. After opera- 
tion the general rule is not to use additional 
immobilization although there are a few men who 
do apply plaster spica casts for a short period 
of time. Watson-Jones assumes that perfect 
results depend to a large extent on the skill of 
the surgeon and he quotes E. I. Lloyd, “The 
bad results of nailing are the results of bad 
nailing.” Nevertheless I wish to point out that 
it takes a considerable amount of skill on the 
part of the surgeon, the operating team, and a 
little luck not only to get a satisfactory reduction 
but to pin accurately these fractures. For good 
results the two are of course inseparable. Bear 
in mind one is dealing in most cases with an 
elderly woman who may be a definite surgical 
risk, who has fragile bones which crush easily, 
who may have an oblique fracture rather than a 
transverse (more difficult of reduction) with a 
femoral head that is inclined to slip around in 
the socket, and occasionally with a fracture in 
which the serrated irregularly broken surfaces 
fail to disengage or to be satisfactorily replaced 
by manipulation. Often there are failures in x-ray 
technic, particularly in the lateral view, and 
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there may be occasional interposition of peri. 
osteum or fragments of the capsule. 

In fractures of the trochanter these are apt 
to occur in patients slightly older in actual years 
than those with the femoral neck fracture. One 
has even more fragile bones to contend with and 
usually the trochanter fractures are badly com- 
minuted, a fact which automatically introduces 
difficulty in immobilization with any form of 
mechanical fixation. The restoration of the 
anatomical contours following reduction is best 
secured by the use of simple Russell traction 
with a little internal rotation. The problem is 
not one of healing, since practically all writers 
agree that the adequate blood supply in the 
cancellous bone and the direct contact of large 
surfaces make repair invariably successful, 
Rather, the greatest trial is the maintenance of 
the normal angle at the trochanter in order to 
avoid malunion with shortening of the leg and 
external rotation ef the foot. The advantages 
gained by internal fixation are more or less af- 
fected by the mechanical insecurity of pins and 
plates, longer operative time, a larger longer in- 
cision, and thus (in an older patient) a greater 
risk. Speed illustrates a trochanter fracture in 
one of his papers with the caption, “Why Operate 
On This Fracture?” For the most part, the 
trochanter fracture can be very simply treated 
with Russell traction or a cast or the Roger 
Anderson well-leg traction splint. Few need to 
be operated upon but of those, the type in which 
the fracture is located at the base of the neck 
with little or no comminution of the trochanter 
do best with internal fixation. Traction implies 
bed care from 5 to 8 weeks, after which the 
patient can usually get up and may begin weight 
bearing in from 10 to 12 weeks. 


REPAIR 


Many of the hip fractures will heal in spite 
of your care and too many do not heal at all. 
The reparative process may occur in as short a 
‘time as 6 to 8 weeks yet more often it requires 
from 6 to 12 months. To a very large extent this 
variation in the time of healing depends upon 
the blood supply to the fragments irrespective of 
the reduction. The circulation to the femoral 
neck and head has been carefully studied. It is 
generally believed that a large part of it comes 
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through the capsule, with a smaller part by 
way of the ligamentum teres. If the blood supply 
is severely interfered with, healing will be equally 
delayed or non-existent or an avascular necrosis 
of the head can develop. Even in those that 


do heal there may be sufficient absorption of — 


the neck to permit the pin either to back out or 
to plow through the head. 


POST-TRAUMATIC CHANGES 


After healing does take place one is faced with 
a certain percentage, often about 15 per cent, 
in which a delayed avascular necrosis of the 
femoral head develops. This may be complete 
with a loss of head although occasional replace- 
ment of viable bone does occur. Minor degrees 
of this same condition are more common, result- 
ing in changes in the contour of the head, de- 
calcification, and in time a painful joint appears 
with secondary arthritic changes. The joint 
mechanism is disabled by stiffness and pain 
and then limping follows. The use of a cane or 
crutch support is very common. The loss of 
bone by absorption of the neck even in the 
healed cases is sometimes followed by external 
rotation of the leg and shortening. All these 
factors must be carefully considered before 
evaluating end results. In many of the papers 
on fractured hips one reads directly or by im- 
plication that the solution of the problem has 
been arrived at and although the improvements 
in treatment have justified some optimism it 
still seems that Kellogg Speed’s title, “The Un- 
solved Fracture,’ contains a subtle and fine ap- 
preciation of the real problem. 


CONCLUSIONS 


There is a serious doubt in my mind of the 
accuracy of many statistical reports which show 
healing of femoral neck fractures in from 75 
to 90 per cent. As time goes on the accumulated 
figures will show, I am sure, the modestly con- 
sevative estimate of Key and Conwell to be 
more nearly the true picture. They state that 
the mortality ranges from 10 to 20 per cent, that 
union may be expected in from 40 to 60 per 
cent of those who do not die, and that even with 
union there is a considerable disability from late 
absorption of the head. In other words we do not 
appear to be any farther ahead in the percentage 
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of successful results today than when Whitman 
published his first paper. There is no doubt that 
internal fixation of fractures of the femoral neck 
has slightly increased the percentage of healing, 
added a tremendous improvement in the methods 
of treatment of the patient thereby reducing his 
period of disability and probably the mortality. 
But the fixed problems peculiar to this type of 
fracture still remain. How could they be other- 
wise? Furthermore I have reluctantly come to 
the conclusion that in certain types unfavorable 
for healing I would like to do the second step 
(namely reconstructive procedure) first and skip 
the period of internal fixation. 


DISCUSSION (Abstract) 


Dr. Harold R. Bohlman, Baltimore, Md.—I should 
like to emphasize the necessity of estimating the situa- 
tion, take into account the weight, the patient’s gen- 
eral condition and age. Many of them fall in the age 
above sixty. We have done four cases, over ninety-four 
years old, with little disturbance to their general course 
of affairs. We have never lost a patient on the table, 
and the nearest death following operation was one week. 


I believe very firmly that an overdose of anesthesia 
or operation is the wrong thing, and I want to empha- . 
size how much can be done in the way of manipulation 
and operative procedures under local anesthesia, if neces- 
sary with the addition of a little sodium “pentothal” if 
relaxation is not sufficient. By this means, a minimum 
of general disturbance is done the individual. 


Also, I do not agree with Dr. Lonergan in postponing 
operations for three or four days. These elderly people 
tend to deteriorate rapidly when taken out of the normal 
course of activity. I feel that we undertake definitive 
treatment at the earliest possible moment. Our practice 
is to get them up in a wheel chair just as quickly as 
possible afterward, protecting the affected member from 
weight-bearing. 

The difficulty of securing healing increases as the 
fracture migrates toward the femoral head. Bennett has 
called attention repeatedly to putting in a Venable screw 
without doing anything else where the fracture is little 
displaced. I am inclined to agree. We have had good 
luck with this procedure. 


In the trochanteric type under local anesthesia, a 
couple of pins can be run through the shaft and two 
more into the head and neck; these pins can be held 
fast with bolted plates. It can be done quickly and 
easily with an accurate x-ray check, and the patient can 
be gotten up. It is a simple matter to dress the pin 
wounds with gentian violet solution, and they heal with 
a minimum of disturbance. 

Steindler has repeatedly called attention to the effect 
of shearing stresses in these fractures, and the breaking 
of the bridging capillaries. As soon as that eccurs, you 
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are bound to get aseptic necrosis and lack of healing 
and the beginning of a great train of trouble. One 
should not do early radical reconstruction, because 
many of thtse fractures will heal eventually. 


Dr. A. A. Weiland, Miami, Fla—During the past 
twenty years I have had occasion to observe femoral 
neck fractures in the population of the deep South. I 
have been struck with the extreme scarcity of these 
fractures in the colored race on a fracture service of 
some considerable proportion. Shortly before the war, 
in reporting my series of internal fixations of fractures 
of the femoral neck to the Special Fracture Committee 
of the American Academy and the American Orthopedic 
Association, I found that in all of my experience to that 
date I had seen two central fractures of the neck of 
the femur in colored individuals which occurred in the 
usual manner; that is, a fall by slipping on the floor 
of the bathroom or by tripping on the rug. There were 
one or two others which occurred through a gunshot 
wound or by a patient’s being struck by an automobile. 
Other men with large practices in the South have also 
told me the incidence in the colored race is quite low. 


I took it upon myself to send out a questionnaire 
to various orthopedists in different parts of the country. 
The largest series of central fractures of the neck of the 
femur occurring without unusual force came from the 
Harlem Hospital at New York City, which was a rather 
unusual situation in view of the fact that we have 
some fracture services throughout the South that have 
a great many colored fracture cases. 


I wish that you would just review in your own minds 
the number of central fractures of the neck of the 
femur you have noticed in your colored patients. 


Dr. Lenox D. Baker, Durham, N. C.—Of the cases 
shown today, the great majority showed early signs 
of aseptic necrosis of the head of the femur and in- 
creased density at the fracture site. From experience at 
Duke Hospital where most of the cases are usually 
referred from other clinics after nailing, we feel that 
no one can say he has successfully nailed a frac- 
ture of the neck of the femur without a minimum of 
five years follow up. Regardless of how well the frac- 
ture may have been nailed sad results are seen with 
necrosis of the head of the fragment and post-traumatic 
arthritis of the joint, absorption of the neck or head of 
the fragment and nonunion. Aseptic necrosis may not 
be demonstrable until after eighteen months to two 
years. The nail in the neck of the femur has not taken 
us much further in the treatment of this fracture than 
we were in the early part of the century when manip- 
ulation of the fracture and application of a hip spica 
came into vogue. Fracture of the neck of the femur 
is still one of the unsolved fractures and with the dif- 
ficulty of detailed anatomical reduction, the presence 
of joint fluid, the results of shearing forces and inade- 
quate circulation, it is very likely to remain so in spite 
of some of the reports of high percentage of union we 
all have seen in the literature. 


Dr. Lonergan (closing).—I wholeheartedly agree with 
Dr. Baker. 
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PROTECTIVE VALUE OF INFLUENZA 
VACCINE ASSAYED IN SWINE* 


By J. W. Brarp, M.D. 
I. W. McLean, Jr., M.D. 
and 
DorotHy BEARD 
Durham, North Carolina 


Estimation of the protective capacity of in. 
fluenza vaccines in man is complicated by many 
factors. Criteria for the unequivocal diagnosis 
of the disease are lacking. In large-scale experi- 
ments with the general population, the distribu. 
tion and degree of exposures of the necessarily 
large numbers of individuals under natural con- 
ditions are not subject to control. Probably the 
greatest complicating factor is the high resistance 
to infection of adults, due largely to previdus 
contact with the active virus. Consequently, re- 
sistance or immunity following vaccination is 
related not only to the effects of the vaccine but 
to the status of the host prior to vaccination. 
Many of the numerous studies made in man 
have provided evidence of a protective action of 
influenza vaccine, but the relatively low in- 
cidence of the disease under natural conditions 
has interfered with interpretation of the effects 
of vaccination per se. 

In 1944 studies!“ were undertaken in swine in 
an attempt to obtain information of possible 
value in supplementing and interpreting the re- 
sults in man. Swine are subject to influenzal 
disease’ caused under natural conditions by 
the swine influenza virus which is similar 
morphologically,® physically’ and chemically? to 
the agents responsible for the disease in man, 
and the agent is thought to have been derived 
initially from a type of the human influenza 
virus. Swine are of a size or weight comparable 
to man, they can be obtained without evidence 
of previous contact with the virus and are 


*Read in Section on Medicine, Southern Medical Association, 
Fortieth Annual Meeting, Miami, Florida, November 4-7, 1946. 

*From the Department of Surgery, Duke University School of 
Medicine, Durham, N. C. 

*This work was supported through the Commission on Influenza 
and the Commission on Epidemiological Survey, Board for the 
Investigation and Control of Influenza and Other Epidemic Dis 
eases in the Army, Preventive Medicine Service, Office of 
Surgeon General, United States Army. The work was 
in part by a grant to Duke University from the Lederle 
oratories, Inc., Pearl River, New York. 
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suitable for experiments under controlled con- 
ditions. The results of vaccination can, there- 
jore, be interpreted as being due solely to the 
action of the vaccine, and tests of the state of 
immunity can be made directly by challenge dose 
of the specific active virus from which the 
vaccine was derived. An additional factor sub- 
ject to control in these experiments was con- 
cerned with standardization of the amount of 
antigen employed ; the vaccine used consisted 
of inactivated swine influenza virus concentrated 
and purified'® by ultracentrifugal procedures 
and suitable for quantitative chemical assay. 

The experiments were of 2 types. In one 
category, investigations were made of the anti- 
body response of swine to vaccination in rela- 
tion to the dose! of vaccine and to repetition,’ 
of vaccination. The second part of the work was 
concerned with the effects of vaccination* on 
the state of resistance or immunity of swine to 
infection with a challenge dose of active swine 
influenza virus given intranasally. 


MATERIALS AND METHODS 


Swine 10 to 20 weeks old were obtained 
locally and only 2 of about 1,000 animals 
showed the presence of antibodies, indicating 
exposure to the swine influenza virus before vac- 
cination. For the studies on antibody response, 
the animals were kept on an open range. When 
active virus was to be administered, the swine 
were housed and studied in specially constructed 
indoor quarters. 


The vaccine consisted of swine influenza virus 
cultured in 11-day-old chick embryos and ob- 
tained in the chorio-allantoic fluid drawn off 
from the eggs. The virus was concentrated and 
purified by ultracentrifugation! ° and inactivated 
by treatment with 0.05 per cent formalin. Doses 
of 0.125 to 2.0 mg. of the inactivated virus in 
10 ml. volumes were given subcutaneously in 
the antibody studies. A constant dose of 0.5 
mg. of the inactive virus injected subcutaneously 
was employed in the studies on immunity. The 
challenge dose of active virus to test immunity 
consisted of virus-infected chorio-allantoic fluid 
of chick embryos containing about 500 million 
chick-embryo-infectious units per ml. Admin- 
istration of the active virus was accomplished 
by spraying the fluid intranasally with an 
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atomizer at the moment of inspiration in the 
respiratory cycle of the animal. 

Estimation of antibody titer was based on the 
capacity of the blood serum to inhibit the hem- 
agglutinative action of the swine influenza virus 
for chicken red blood cells.'!° The animals were 
bled from the femoral artery or vein, the blood 
was allowed to clot at room temperature, and 
2 or more determinations were made with each 
serum sample. One set of titrations was made 
to compare the various serums of the same ani- 
mal under different conditions, and another to 
compare the serums of different animals under 
the same conditions. A close agreement was 
observed in the results of the two examinations, 
and the titers considered were the averages of 
the two values obtained. 


ANTIBODY RESPONSE TO VACCINATION 

Single Dose——Upon subcutaneous administra- 
tion of the vaccine there occurred a rapid and 
considerable production of serum antibodies. The 
rate of formation of the antibodies was greatest 
at about 3 to 7 days, and the maximum titers 
were reached at about 7 to 9 days following vac- 
cination, after which there began a decline in 
the level of antibody titer. 

The relation of antibody response to the size 
of a single dose of the vaccine is seen in Fig. 1. 
As noted above, the various amounts of vaccine 
from 0.125 to 2.0 mg. were given without re- 
gard to the sizes of the animals. Analysis of the 
results, however, showed that the antibody re- 
sponse was affected by the size of the animal, 
and it became necessary to consider the findings 
on the basis of dose per unit weight (that is, 
100 lb.). In Fig. 1 there are given, in the 
points of the open circles, the antibody titers of 
59 individual animals plotted in relation to the 
amount of vaccine given per 100 pounds of 
animal weight. It is seen that, despite a wide 
variation in the individual responses, there is a 
definite trend toward increase in antibody titer 
with increase in dose of vaccine. Analysis of 
the distribution of these points indicated that the 
relation of log antibody titer to dose plotted on 
log scale was essentially linear and could be 
described by the straight line drawn through 
the points. 


Consideration of the slope of the line shows 
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that while the height of antibody titer was in- 
fluenced by the size of the dose, the increase in 
titer by no means paralleled the increase in 
dose. Instead, there occurred only a 2.5-fold 
increase in titer for each 10-fold increase in 
dose. Similar findings were obtained on examin- 
ation of serums taken 14 and 21 days after 
vaccination. In Fig. 2 are shown the linear re- 
lationships observed on the seventh (as given 
in Fig. 1), fourteenth and twenty-first days. The 
results with this sequence of bleeding show the 
maximum antibody titers at the seventh day 
after vaccination, followed by a rapid decline in 
the titers 14 and 21 days after vaccination. 


Repetition of vaccination.— These findings 
showed clearly a relatively small influence of 
the magnitude of dose on the levels of antibody 
titer induced, which was the more significant 
since increase in the dose was attended by rapid 
increase in cost and technical difficulties in pre- 
paring the vaccine and in the general reaction 
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of the host to the larger amounts of vaccine, Be. 
cause of this discouraging result, studies were 
made on the effects of a second vaccination, 


In Fig. 3 there are given the results of ag. 
ministering a second dose of vaccine to some of 
the same group of animals 6 weeks after the 
first vaccination. The responses 7 days after 
vaccination, plotted in the open circles, again 
appear to be linearly distributed. As before, the 
response was influenced by the dose, but there 
occutred only a 1.6-fold increase in the titers 
for a 10-fold increase in dose. 

In marked contrast with the results of the 
first vaccination, however, were the maximum 
levels attained after the second vaccination. This 
is shown in Fig. 4, in which there are indicated 
the effects of 3 different doses given once and 
then repeated 6 weeks later. After the second 
vaccination, the maximum antibody level for a 
given dose was about 6 times as high as that 
following the first vaccination. Furthermore, the 
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Fig. 1 
Antibody response 7 days after vaccination with formalin-inactivated virus. The individual responses are scattered 
in relation to dosage calculated on the basis of weight. The dose is shown in the abscissa 


issa in terms of mg. per 100 Ib. 


in logarithmic scale. The line was drawn by the method of least squares. Titrations yielding these points were made 


in 1 experiment on the same day. 
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jevel induced by a dose of 0.125 mg. of vaccine 
ger 100 pounds of animal weight at the second 
vaccination was well above that produced by 2.0 
mg. per 100 pounds given only once. 


Further experiments were made? to determine 
the effects of the sequence of repeated vaccina- 
tion with 0.5 mg. of vaccine on the height of 
antibody level. It was observed (Fig. 5) that 
administration of the second dose 7 days after 
the first caused little, if any, increase in the anti- 
body titer above that already present 7 days after 
the initial dose. A higher level was reached 
when the second dose was given 14 days after 
the first, and a still higher one when vaccina- 
tion was carried out 21 days after first vaccina- 
tion. The level attained by repetition of the 
dose at an interval of 4 weeks was little higher 
than that of the 21-day interval. From the point 
of view of the highest antibody titers attained, 
the optimum interval between vaccinations ap- 
peared to be about 21 days. 


As seen in Fig. 4, there occurred a rapid de- 
cine in the antibody titer within 6 weeks fol- 
lowing the second vaccination. Experiments 
showed that it was not possible to lessen the 


rate of antibody decline by adsorbing the inac- 
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tivated virus on various amounts of alum. A 
possible harmful influence of the presence of 
alum was indicated by lower titers induced by 
alum-adsorbed vaccine. 


INFLUENCE OF VACCINATION ON THE RESISTANCE 
OF SWINE TO INFLUENZAL INFECTION 


The studies on antibody response indicated 
that the vaccine acting in animals without any 
previous exposure to influenza possessed a rela- 
tively high capacity for the induction of cir- 
culating antibodies under proper conditions. 
While no great advantage was to be gained by 
large doses of vaccine, the possible benefits of 
high titers could be attained, nevertheless, by 
repeated small doses. From these findings it 
would appear that if the production of the im- 
mune or resistant state were dependent upon or 
paralleled by the formation of antibodies, vac- 
cination ought to provide considerable immunity 
to actual infection with the influenza virus. In- 
deed, it has been observed by several investi- 
gators that the level of resistance in man is 
related statistically to the height of antibody 
titer. Nevertheless, in order to measure the 
protective capacity of the vaccine, it was neces- 
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Fig. 2 
Comparison of the antibody responses at 7, 14 and 21 days after a single vaccination with formolized virus. The - 
three lines were eonstructed from the respective data in a manmer similar to the construction ef the line Fig. 1. 
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sary to test resistance to infection directly by 
challenge doses of active virus. 


Protective effects of vaccination of previously 
normal swine.—The essential results of the study 
are illustrated by the data obtained with a total 
of 110 swine. For convenience, the experiment‘ 
was carried out in 2 parts, each with approxi- 
mately half of the whole group. In each part 
of the experiment, the animals were divided into 
5 groups. Group 1 was given 3 doses of 0.5 mg. 
of vaccine at intervals of 3 weeks; Group 2 re- 
ceived 2 similar doses with a like interval be- 
tween; and Group 3 a single dose. The challenge 
with active virus was made 3 weeks after the 
last dose. Group 4 consisted of animals re- 
covered from influenza induced by active virus 
6 weeks previous to the giving of the challenge 
dose, and Group 5 represented normal animals 
with no previous contact with the virus. 


In preliminary experiments,* in which each 
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animal was isolated under rigid conditions jp 
individual quarters, it was found that normal 
swine were highly susceptible to the challenge 
dose of active virus and developed a disease 
readily recognized and characterized by clinical 
observation. The principal clinical criteria se. 
lected for detection of the disease and measure. 
ment of its intensity were fever and loss of or 
failure to gain in weight. Secondary criteria 
for judgment of severity were the incubation 
period and the duration of fever. In the pre- 
liminary experiments a record was kept also of 
the food intake. 


The characteristic response of the previously 
normal animal is illustrated in the chart of Fig, 
6. The incubation period is brief, averaging 
about 2 days, and, in parallel with the onset 
of fever, there occurs a loss in weight and a 
diminution in food intake. The average duration 
of fever was about 4 days. 
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Fig. 3 
Individual antibody responses in relation to dose of formolized virus (per 100 lbs.) of animals receiving a second 
vaccination 46 days after the first. The points represent the titer of serums 7 days after the second vaccination. 
The line was drawn by the method of least squares. These data for the second vaccination are analogous to those 
of Fig. 1 for the first vaccination. 
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Wide variations were seen in the responses 
of vaccinated animals and in those of animals 
which had recovered from disease previously 
induced with active virus. A system of grading 
was devised for clinical judgment of the severity 
of the disease: 

Grade 0.—No evidence of disease. No eleva- 
tion of temperature or change in the trend of 
gain in weight. 

Grade ?.—Questionable disease. An afebrile 
course but with definite change in the trend of 
gain in weight. 

Grade +=—Mild disease. Elevation of the 
temperature above the normal base line estab- 
lished before test and change in the trend of gain 
in weight without loss of weight. 


Grade -+.—Severe disease. Sustained tem- 
perature rise above 40 C. of 3 days’ duration, 
associated with loss of 2 or more pounds in 
weight, or sustained depression of the trend 
of gain in weight. 
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For the purpose of deriving numerical values 
in analyzing the data, grade 0 was scored as 0; 
grades ? and + were grouped and scored 50; 
and grade -++ was given the value 100. The 
morbidity scores for the various groups were the 
means of the values for the individuals com- 
prising the various groups. 


The results with the 5 groups made up of 
the 110 animals of the experiment are given in 
Table 1. None of the control animals, Group 5, 
was completely resistant to infection with the 
challenge dose of virus. Of the 22 swine tested, 
17 had severe disease. The morbidity score for 
the group was 88.6. 


Among the vaccinated animals, the incidence 
was much less, certain individuals showing no 
evidence of illness. An example of the clinical 
findings with a completely resistant vaccinated 
animal is given in Fig. 7. In the groups vac- 
cinated 1, 2 and 3 times, the morbidity scores 
were 63.6, 66.7 and 45.2, respectively. The 
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Fig. 4 
The course of increase and decline in the level of antibody titer with time after 1 and 2 vaccinations with 3 different 


amounts of formalin-inactivated virus. The arrows indicate the time of injection. 
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morbidity scores of Groups 2 and 3 (2 vac- 
cinations and 1 vaccination, respectively) were 
essentially identical. The low score of Group 1 
was due primarily to the findings in the first 
part of the experiment, in which the value 
was 30. This evidence of relatively high re- 
sistance was corroborated by analyses based 
on the incubation period and the duration of 
fever. No explanation was evident for the dis- 
crepancy between these data and those of the 
other groups. When the morbidity scores of 
the 2 parts of Group 1, 30.0 and 59.1, were 


Clinical and antibody responses of animals vaccinated 1, 2 and 3 
times, of animals recovered from influenza and of the controls 
to the challenge dose of active swine influenza virus. 


Clinical response 
+ +or? 0 


Number of 
Mean titer 
2 weeks 


animals 
Mean titer 
after test 


3  vaccinations..........21 
2 vaccinations..........24 
1 vaccination 


Recovered from 
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averaged, the resulting value, 45.2, was no 
statistically different from the values of Groups 
2 and 3. 


It was evident that the number of dose 
of vaccine, under the conditions practiced, was 
not significant in the alteration of the status of 
immunity detectable by clinical observation. 
Therefore, for the purpose of evaluating the 
over-all effects of vaccination, the results gb. 
tained with all of the vaccinated animals were 
combined. The morbidity score for the 67 vac. 
cinated animals was 58.9. These experiments 
showed that by means of subcutaneous vaccina- 
tion with inactivated influenza virus alone, the 
morbidity of the disease was diminished 29.7 
per cent. 

In striking contrast with the findings with 
the normal and the vaccinated animals were the 
data derived from the pigs given the challenge 
dose of active virus 6 weeks after previous in- 
fluenzal disease. Among the 21 animals com- 
prising Group 4, there occurred only 1 case 
of severe influenza, while 15 pigs showed no 
evidence of disease. The morbidity score was 
16.7, indicating a reduction in morbidity of 


71.9 per cent below that of the swine receiving 
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Fig. 5 
The antibody response to a single vaccination and to repeated vaccination at various intervals after the first. 
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no vaccine, and a difference of 42.2 per cent 
from the score of the animals vaccinated with 
inactivated virus. These comparisons show that, 
though an apparently considerable degree of 
immunity may result from vaccination, the state 
of resistance induced by this procedure alone is 
of a relatively low order compared with that re- 
sulting from previous contact with active virus. 


Studies on the antibody responses of these 
swine provided evidence of a further possible 
difference between the reactions of the vac- 
cinated animals and those recovered from the 
disease. In the former, there was a pronounced 
increase in every instance in the antibody titer 
following the administration of the challenge 
dose of active virus. Only meager, if any, in- 
creases occurred in the animals recovered from 
the disease, and in most of such animals there 
was a diminution in the titer. It would appear 
necessary to construe the antibody increases in 
the vaccinated swine as the result of infection 
which, in the animals exhibiting no symptoms, 
was of subclinical severity. If such were true, 
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it is evident that vaccination did not protect 
completely in any instance. 


Effects of vaccination in animals having had 
previous contact with active influenza virus.— 
In order to reproduce to some extent the im- 
munological conditions present in vaccination 
studies in man, an experiment was made to 
determine the effects of vaccination in animals 
previously exposed to the active swine influenza 
virus. For this study, 51 of the pigs used in the 
experiment of Table 1 were used. As shown in 
that table, some of these animals had been vac- 
cinated 1, 2 or 3 times or had experienced in- 
fluenza previous to the tests of Table 1. In ad- 
dition, 9 other animals recovered from influenzal 
infection were employed. The animals of each 
of the groups were arranged in 2 subgroups, the 
individuals of one of which were given a single 
dose of 0.5 mg. of vaccine 13 weeks after the 
previous test. The other subgroup was not vac- 
cinated. The test dose of active virus was ad- 
ministered 4 weeks after vaccination. 
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Fig. 
Typical response, grade +, of a previously normal pig to the challenge dose of active swine influenza virus. 
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The results of the experiment are given in 
Table 2. There was no difference in the re- 
sponses of the animals related to 1 or more 
previous vaccinations or to previous exposure to 
active virus. Consequently, the data of all of 
the pigs were combined in 2 categories represent- 
ing the results from vaccinated in comparison 
with nonvaccinated individuals. In Table 2, 
it is seen that only one animal of 60 experienced 
severe influenza. The morbidity scores of the 2 
groups were essentially identical. It is evident, 
therefore, that under the conditions of the ex- 
periment, the high degree of resistance was re- 
lated principally to the animals’ previous ex- 


Clinical and antibody responses to the challenge dose of active 
influenza virus of animals vaccinated and not vaccinated after 
previous exposure to active virus. 


SOUTHERN MEDICAL JOURNAL 


Clinical response 
+ +or? 


Mean titer 
at time 

of test 
Morbidity 
Mean titer 
2 weeks 
after test 


a 
~ 
a 


Not vaccinated 


oo 
~ 


Table 2 


July 1997 


perience with the active virus and that a pos 
sible contribution by the vaccine itself was ng 
measurable in the number of pigs used. 


INTERPRETATIONS 


The subcutaneous administration of formalip. 
inactivated swine influenza virus induces the 
formation of specific antibodies in swine. While 
the height of antibody titer attained is infly. 
enced by dose, the response does not parallel the 
size of dose. With a single vaccination, a 10-fol 
increase in dose was necessary to produce a 2/5- 
fold increase in titer. The procedures necessary 
for the concentration of the influenza virus and 
the culture of the virus in the developing chick 
egg increase rapidly in cost with increase in the 
dose. A biological factor sharply limiting the 
amount of vaccine which can be given is the 
general effect on the host. In swine, doses of 
more than 0.5 mg. of the purified virus-vaccine 
produced general reactions! sufficient to cause 
loss of weight. It is likely that 0.5 mg. also 
caused reaction, but it was not measurable. In 
man, doses of 0.5 mg. of mixtures of purified in- 
fluenza virus A and B vaccine may cause gen- 
eral reactions.'' The necessity for giving large 
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Fig. 7 
Chart of a vaccinated pig showing no response, grade 0, to the challenge dose of active swine influenza virus. 
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doses in order to obtain high antibody levels in 
grine, however, is obviated by the high response 
o repeated vaccination. The responses to small 
doses given 2 or more times greatly exceeds 
those to large doses biologically intolerable to 
the hosts. 


Vaccination unquestionably increased the level 
of resistance of normal swine to infection with 
the specific active virus. Reference to Table 1 
shows that none of the unvaccinated animals 
was clinically fully resistant, but 20 of 67 vac- 
cinated animals showed no clinical evidence of 
disease. This constitutes ‘evidence of a rela- 
tively high reduction in the incidence and 
morbidity by vaccination in a population of 
animals normally highly susceptible to infection 
with the virus. 


Despite the apparently considerable efficacy 
of vaccination in increasing the resistance of the 
host, the resulting state of immunity is of low 
degree in comparison with that following actual 
infection with or exposure to the active swine 
influenza virus. It is plain that vaccination alone 
is by no means capable of inducing the maximum 
immune response of which the host is capable. 
The total number of swine tested after exposure 


to active virus in the work reported here and 
elsewhere was 71. In this group, there were only 
2 cases of severe disease, 16 of mild or question- 
able disease, while there were 53 cases in which 
no evidence of infection was seen. The resulting 
morbidity score, 14.1, was far lower than that, 
59, following vaccination alone described in the 


present paper. From these results, it seems 
reasonable to assume that if influenza, uncom- 
plicated by bacterial infection, were an epizootic 
disease of swine as it is epidemic in man, the 
resistance of swine under natural conditions 
would attain and probably maintain a level much 
higher than that produced by subcutaneous vac- 
cination with inactive virus. 


The extent to which the results with swine 
can be interpreted in relation to the problem 
of vaccination in man is not certain. Man ob- 
Viously differs greatly from the swine used in 
the present experiments with respect to high 
resistance associated with repeated contacts with 
active human influenza virus. The status of 
resistance and immunity of the pigs artificially 
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exposed to the challenge dose of active influenza 
virus, however, does not seem greatly different 
from that which has been observed in studies in 
man. In an investigation!? of 6,211 unvac- 
cinated human beings, the incidence of influenza 
under epidemic conditions was 7.11 per cent. 
This finding emphasizes the high resistance of 
unvaccinated human beings comparable with 
that of the swine which were exposed to active 
virus. After the vaccination of 6,263 people, the 
incidence of influenza was 2.22 per cent, a re- 
duction of 4.89 per cent in incidence. The num- 
ber of pigs, 71, given the challenge dose of 
active virus after exposure to the virus and 
then vaccinated was not large enough to give 
a significant estimate of the analogous effect 
of vaccines in such swine, but it was apparent 
that vaccination did not greatly change the in- 
cidence. 


From the findings in swine and those in man, 
it is evident that a state of high resistance is 
attained as the result of contacts with active 
influenza virus and that this degree of im- 
munity is much greater than the resistance which 
can be conferred in swine by vaccination alone. 
If man is like the swine in the pronounced dif- 
ference between the response to vaccination and 
that to exposure to active virus, it seems likely 
that the maintenance of a high level of resistance 
to infection will depend largely upon continual 
contacts with active virus and can be increased 
but little by vaccination. The value of vac- 
cination by the subcutaneous administration of 
formolized influenza virus under such conditions 
would appear to be limited to a small reduction 
of a naturally low incidence which is dependent 
upon contacts with active virus. 
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Fenteeten Dagan Epidemic Influenza. Am. J. Hyg. globin 7.8 grams (50 per cent), reticulocytes less than 

, : 1.0 per cent. The bone marrow showed typical megalo- 

blastic arrest. He was given 20 mg. of methylfolic 

acid by mouth daily for twelve days. During this time 

OBSERVATIONS ON THE SPECIFICITY no significant change in the blood values or in the bone 

OF THE FOLIC ACID MOLECULE* marrow occurred. He then was given 10 mg. of folic 

acid orally each day for twelve days. On the third day 

of this therapy, the reticulocytes began to rise and on 

By Tom D. Spies, M.D. the seventh day they reached a peak of 25 per cent. A 

Rosert E. Stone, M.D.t gradual decrease in the reticulocytes followed and was 

and accompanied by an increase in red blood cells, hemo- 

globin, white blood cells and platelets. By the end of 

Rosert O. BRANDENBURG, M.D. folic acid therapy, there was a profound change in the 

Birmingham, Alabama bone marrow. The megaloblasts had decreased and the 

erythrocyte elements approached normal level. The day 

the reticulocytes began to rise, he experienced a great 

increase in appetite and feeling of well-being. 


In a recent review of the present status of 
was stressed that the finding of ‘The second patient, a 47-year-old white men wih 
specific chemical molecule with a therapeutic Addisonian pernicious anemia in relapse was admitted 
effect on the cells of the bone marrow and to the hospital with a red blood cell count of 2.7 
perhaps on other cells, opened a fresh and million, hemoglobin 9.2 grams, (60 per cent) reticulocytes 
fertile field for the clinical investigator. In- ss than 1.0 per cent, white blood cells 5,800. He was 
vestiont h 1 be ce given 40 mg. of methylfolic acid by mouth daily for 
8 ors have long been concerned with the twelve days but no significant change in the blood values 
chemical structure of the molecules which makes or in the bone marrow occurred on this therapy. This 
them effective in the human body. Already, was in marked contrast to his response during 2 
the components of folic acid, such as glutamic Previous relapse when folic acid was administered. At 


that time he had a maximum reticulocyte, red blood 
acid, pteroic acid, para-aminobenzoic acid, and cell, hemoglobin, white blood cell, aaaee marrow 


the pterodyl ring have been shown to be in- response following the administration of 10 mg. of folic 
effective when administered to persons with acid by mouth daily for ten days. This was paralleled 
by an excellent clinical response. He remained in good 
health until he discontinued treatment, then gradually 
relapsed. 


*Received for publication May 9, 1947. . 

*University of Cincinnati Studies in Nutrition at the Hillman 
Hospital, Birmingham, Alabama. From the Department of Medi- 
cine, University of Cincinnati College of Medicine. SUMMARY AND CONCLUSIONS 

*The expenses of this study were borne by grants from the . P P 
et Soe Company and from the National Vitamin Founda- Methylfolic acid was ineffective in stimulating 
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dosage of folic acid was effective in increasing 
the reticulocytes, the number of red blood cells, 
white blood cells, platelets and hemoglobin. 
There was no Clinical improvement associated 
with the administration of methylfolic acid, 
whereas a distinct improvement followed the 
administration of folic acid itself. This observa- 
tion shows a great specificity of the folic acid 
molecule in its power to affect the bone mar- 
row of human beings with certain nutritional 
macrocytic anemias. 
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ELECTROLYSIS* 


By Harry M. Rostnson, M.D. 
Baltimore, Maryland 


There are so many serious abnormalities and 
so much actual pain to contend with, that any 
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physician, however conscientious, may be apt 
to overlook or disregard such apparently harm- 
less blemishes as superfluous hair or pigmented 
moles (nevi). Nevertheless such simple and 
benign lesions as excess hair or moles or sebor- 
rheic keratoses may cause mental anguish suf- 
ficient to drive a patient to the point of melan- 
cholia, and unless they are carefully removed, 
without noticeable scarring, the patient may be- 
come a recluse, with a dread of being seen by 
friends or strangers. It is surely the duty of 
every physician to sympathize with patients 
whatever their complaints or ailments, and not 
to belittle or ridicule their fears, especially if 
the causes are easily remediable. Too often a 
patient has come to me in desperation complain- 
ing that physician after physician, to whom he 
had gone for consultation about a minor skin 
lesion, had dismissed him from the office with 
the patronizing command, “Forget it.” That is 
a command which is difficult to perform, for as 
soon as an undoubtedly benign condition has 
been noticed by a patient, his imagination may 
magnify and transform the innocuous lesion into 
something monstrous and disfiguring. It should 
be axiomatic that such patients, if they are 
mentally upset by the lesions, however insig- 
nificant they are, should receive proper medical 
attention. 
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The therapy of these conditions is simple, 
namely, electrolysis, but unfortunately it is also 
somewhat tedious! of performance, and many 
physicians prefer not to bother with it. In fact, 
few if any clinics have the necessary apparatus, 
or if they have, it is seldom employed in clinic 
patients because the ailments are not, in the 
opinion of the physicians, serious enough to 
warrant the annoyance of this tedious work. 
Nevertheless, electrolysis is invaluable and while 
its action may be almost duplicated by other 
means such as the high frequency apparatus, it 
still remains the method of choice in many 
conditions and the sole satisfactory method in 
some conditions. 


Electrolysis was invented and first used in 
1879 by Dr. Michel, an ophthalmologist of St. 
Louis, in the treatment of trichiasis. To Hard- 
away” belongs the credit for its introduction to 
dermatologists and so to general medical use. 
The word “electrolysis,” as the term is used 
in medicine, refers to the decomposition of 
tissues by a galvanic current. The apparatus 
originally used consisted of eight to twenty-four 
battery cells (at first, of bichromate and later 
of silver chloride) linked together and fitted 
with small metal posts so that an operator could 
by attaching the negative electrode to any one 
of the small metal posts, obtain the use of as 
many cells as were thought necessary to get the 
desired milliamperes of current. One could meas- 
ure and regulate the intensity of the current by 
a tested galvanometer. By the use of this latter 
apparatus the condition of the cells could be 
determined and a fairly uniform current could 
be maintained. 


A few years ago an apparatus was perfected 
which, with rectifier tubes, a rheostat and a 
milliammeter, obviates the need of dry cell bat- 
teries and permits the use of house current. 
By means of this apparatus one can accurately 
gauge the desired milliamperage of current; by 


use of this machine one avoids the frequent ne-, 


cessity of recharging battery cells. 
THE TECHNIC 


With the many treatises on the technic of 
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electrolysis already published, only a few Words 
seem advisable in this short paper. 

First, it is of utmost importance to knoy 
that improper attachment of the conductj 
cords to electrodes, may cause unsightly results 
with deposits of pigment and scarring. It jg 
only when the needle and holder are attache 
to the negative pole, that the operator may 
attempt the process of electrolysis, for the re. 
moval of superfluous hair and the destruction of 
benign growths. The patient meanwhile holds 
metal barrel conductor or wet sponge which is 
connected to the positive pole electrode and 
which must be in contact with the skin if the 
circuit is to be completed. 

The patient should be placed in a comfort. 
able position, not necessarily recumbent; For 
hair epilation, a sitting position using a head 
rest is satisfactory. The patient should be urged 
to relax and advised to expect some slight sting- 
ing or pain which, except in hyperesthetic in- 
dividuals, is easily bearable. 

The area to be treated may be sponged with 
70 per cent alcohol for asepsis, but in the cases 
in which we did not precede the process with 
the alcohol swabbing there has been no infec- 
tion. It is important, however, to use alcohol 
sponging after each treatment is finished to allay 
any irritation that has been produced, after 
which calamine lotion should be applied. This 
has been effective in our patients, preventing 
infection and unsightly inflammation. Crocker! 
advised rubbing in a 20 per cent lanolin ointment 
of cocaine to obviate pain, but we have found 
this unnecessary. 

Kovacs> describes the mode of destruction of 
hair papillae by electrolysis, by saying that the 
negative pole attracts sodium ions from the posi- 
tive pole, and by liberating the hydrogen from 
the water in the tissues forms sodium hydroxide, 
which by’ its caustic action destroys the hair 
papilla, and the tissues of nevi, blood vessels, 
and so on. 

In our experience it has not been possible to 
gauge the standard milliamperage of current 
necessary to give good results in all patients. 
In those in whom I have used electrolysis for 
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gilation the milliamperes necessary to permit 
the easy withdrawal of a hair have varied from 
me to six and from 15 to 180 seconds. I have 
noted, however, that in many instances when 
eating hairs, if five or more minutes were 

rmitted to elapse before I attempted to re- 
move them, the hairs could be removed easily, 
whereas at first they did not respond to slight 
traction. 

Furthermore, the pain caused by 0.5 milliam- 
pere is unendurable to some patients, whereas 
other patients do not appear to notice and cer- 
tainly do not object to the pain from 5 or more 
milliamperes. 


INDICATIONS AND METHODS OF EMPLOYMENT 


Electrolysis while tedious and slow of per- 
formance is in our opinion the safest method 
to be used in permanent hair epilation. The 
high frequency current has been advocated as 
quicker and as satisfactory, but Ellis,6 Lamp’ 
and this author (in the few patients treated) 
have not preferred this method. The multiple 
needle method while spectacular, is in our 
opinion, inadvisable. It has been our experience 
that one needle and one hair at a time fully 
occupy an operator’s hands and eyes. As for 
the high frequency method, one apparently can 
treat and remove many more hairs in a given 
time, but the possibility of greater tissue destruc- 
tio makes this method less desirable. Elec- 
trolysis, using the galvanic current, and one 
needle at a time has been more satisfactory in 
our experience and gives less scarring. 


To treat a hair, it is preferred that one use 
a magnifier so that the needle (which may be 
gold, platinum or steel) may be more accurately 
introduced into the follicle alongside the hair. 
After the needle is in the follicle and in contact 
with the hair papilla, the patient is told to take 
hold of the metal part of the handle (or the wet 
sponge, if that is used). The knob controlling 
the milliamperage is then turned slowly to the 
point of the patient’s pain threshold; which is 
usually 2 to 5 milliamperes, and the interval 
timer recording the amount of time desired is 
tumed on. We usually start at 30 seconds and 
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if this does not accomplish the desired action 
after two or three attempts, set the timer to 
the time found necessary. As soon as a little 
froth or bubble appears at the mouth of the 
follicle, one may try another hair. After several 
(about 10) have been done in this way, the 
needle is removed (after the current is turned 
off) and one may then try to remove each hair 
beginning with the first treated, and with very 
little traction the hair should come out easily if 
the operation has been successful. Although 
one may expect regrowth of 10 to 20 per cent of 
the hairs removed, very often hairs that are 
pointed out as failure results, are actually former 
down or fuzz becoming full grown hairs. 


Moles or pigmented nevi can be removed by 
a trained operator with less scarring by elec- 
trolysis than by high frequency desiccation. Less 
destructive action is generated by the galvanic 
current needle in which a solution of tissue cells 
occurs contiguous to the needle and no further. 


Whereas, in hair epilation, the needle is held 
vertically to the skin and parallel to the hair, in 
treating a mole, the needle is held horizontally, 
and parallel to the skin. The needle is passed 
through the mole, criss-cross from all sides, and 
the current at 2.5 to 5 milliamperes is kept on 
for 30 seconds to one minute at each thrust. 
This is, of course, not so rapid a procedure as 
desiccation but in our experience better results 
have been obtained with electrolysis, with a less 
perceptible scar. When dealing with hairy moles 
(nevus pilosis) the hairs should first be re- 
moved by electrolysis, regardless of whether high 
frequency desiccation or electrolysis is later 
used to destroy the remainder of the nevus. 


Senile sebaceous adenoma, seborrheic kera- 
toses, small hypertrophic scars, papillary varices, 
and verrucae can all be removed satisfactorily 
in the same manner as pigmented nevi. 


In the treatment of nevus araneus (spider 
nevus) one must find the central supply vessel 
of this lesion and inserting the needle perpendic- 
ularly into it occlude the vessel and thereby 
destroy the small tributaries. In telangiectases 
the needle should be introduced into each dilated 
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capillary horizontally, the current turned on for 
a few seconds, and the operation is complete. 


CONTRAINDICATIONS 


The procedure of electrolysis and the ap- 
paratus necessary for its performance are so 
simple that the method has seemed fool proof 
to countless untrained laymen, who after a few 
inadequate lessons, set up establishments for 
the removal of superfluous hair and the destruc- 
tion of various growths. Unfortunately, how- 
ever, few laymen realize the necessity of sterile 
technic, and resulting small infections in some 
instances have caused unsightly keloids. 

Of greater importance is the necessity of an 
accurate diagnosis and the knowledge that the 
operation is indicated. 

There are some nevi (melanomata) and junc- 
tion nevi that a well trained and experienced 
dermatologist would not dare treat in any 
manner for fear of causing metastasis. This is 
also true of precancerous senile keratoses and 
epitheliomata, basal cell or squamous cell. In 
the treatment of these latter lesions, complete 
and deep destruction is required to prevent re- 
currence and metastasis, and in the treatment 
of these, electrolysis has no place. Only after 
‘a competent diagnostician has made a diagnosis 
reporting a benign condition, may a technician, 
trained by a qualified physician, attempt the 
technical procedure of electrolysis and then 
preferably under the guidance of a responsible 
physician. 


IONTOPHORESIS 


However short this thesis is, it would not 
be complete without mentioning the treatment of 
some skin conditions wherein metals are intro- 
duced into the skin by electrolysis (electro- 
phoresis or iontophoresis) also called by Pusey,! 
cataphoresis. It was Pusey’s impression that 


this method might be of value for the production 
of local anesthesia in operations on the skin, but 
he doubted the practicability of the introduction 
of chemicals into the skin in this way. 

It is claimed by Haggard et ali that the use 
of copper iontophoresis in the treatment of 
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fungus infections is of great value. Kovacs says 
that in 37 patients in whom a clinical diagnosis 
of dermatophytosis was made, several of which 
were of a severe type, twenty-six were cured by 
this method in periods varying from two to eight 
weeks. 


UNTOWARD REACTIONS 


Although electrolysis is, comparatively speak- 
ing, a simple method of treatment, some un- 
toward reactions do occur, and it may be worth 
while to mention a few. 


(1) Even the most skilled operator may punc- 
ture small blood vessels and a variable sized drop 
of blood will appear at the surface of the treated 
hair follicle. If this does occur, one should stop 
the operation upon that particular hair, and 
apply pressure to stop the little bleeding that 
has resulted. One may then treat a hair at 
some distance from the one that bled. 


(2) Small pustules may appear at the mouth 
of some of the follicles treated. This may be 
obviated by applying alcohol compresses before 
and after electrolysis, and, just before the pa- 
tient leaves, calamine lotion. If, however, a 
pustule does occur, the patient should be warned 
not to pick it, but to return to the physician 
for medication. 


(3) Fortunately, keloids occur rarely. Con- 
trary to the opinion of some authorities I think 
they are unavoidable. One may prevent them, 
as a rule, by trying to elicit from the patient a 
history of previous scar and keloidal reactions, 
and if this has occured, it is wise not to attempt 
electrolysis. Keloids usually occur on reactive 
individuals. Some races and some persons are 


‘more reactive than others. After keloids occur, 


roentgen rays in well trained hands can flatten 
them and cause them essentially to disappear. 


(4) Scars are practically always the end re- 
sult of electrolysis. Of greater importance, is 
whether the scar is imperceptible or unsightly. 
The responsibility for this rests entirely upon 
the operator, and depends mostly upon the 
amount of current passing through the follicle, 
nevus or other lesion. 


Vol. 

the 

noth 

frequ 

fact, 

ment 

(6 

hyste 

hand 

have 

chap 

two 

or a 

barbi 

hav 

cur 1 

or a 

Th 

— 


Vol. 40 No. 7 


(5) Stimulation of hair growth is not due to 
the electrolysis. Whether one does anything or 
nothing to remove hair, the downy hair or fuzz 
frequently grows to noticeable proportions. In 
fact, that is why the patient applies for treat- 
ment. 

(6) Occasionally patients faint or become 
hysterical. One should be extremely careful in 
handling such cases, and should at all times 
have a nurse or secretary within call, to act as 
chaperon. One may give the patient a dram or 
two of aromatic spirits of ammonia in water 
or a half grain tablet or capsule of one of the 
barbiturates. No actual opiate should be given. 
I have frequently noticed that these attacks oc- 
cur more often in the presence of a husband 
or a fiance, as a bid for sympathy. 


CONCLUSION 


The author has reviewed his experiences with 
electrolysis. This method of therapy has been 
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found highly satisfactory and in some instances 
the treatment of choice. 


While treatment by electrolysis has often been 


performed by the nurse under our direct super- 
vision, we have always objected to lay operators, 
unsupervised by qualified physicians. 


. Ellis, Francis A.: Electrolysis Versus High 


- Lamp: C. B.: 


. Haggard, H. W.; Strauss, M. 
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EDITORIAL DEPARTMENT 


BALTIMORE, THE NEXT MEETING 
PLACE 


The next meeting of the Association will be 
held in Baltimore on Monday, Tuesday, Wednes- 
day and Thursday, November 24-27, Thanks- 
giving week. The Executive Committee of the 
Council selected Thanksgiving week because a 
larger number of hotel rooms will be available 
that week than at any other time. 

The meeting will open with a Baltimore Day 
Program, clinical presentations by leading phy- 
sicians of Baltimore, five clinical sessions Mon- 
day afternoon and five Tuesday forenoon, two 
devoted to the medical specialties, two to the 
surgical specialties, and one to eye, ear, nose 
and throat. 

Beginning Tuesday afternoon will be the 
programs for the twenty-one scientific sections 
of the Association. Each section will have one 
full session, the program of the sections to be 
so staggered that there will not be more than 
four or five sections in session at the same time. 
Because of the relatively small number of hotel 
rooms available for a meeting this year and the 
limited number of acceptable and usable meet- 
ing rooms, the section programs will again be 
streamlined. 

All meetings, the clinical sessions, sections, 
scientific and technical exhibits, will be at the 
Fifth Regiment Armory, where the Association 
met in 1936. 
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A public meeting on Monday evening will be 
held at the Lyric Theater. On Tuesday evening 
there will be a short general session (addresses 
of welcome, President’s Address, and report of 
the Council), in the ballroom of the Lord Balti. 
more Hotel followed by a President’s reception 
and ball. There will be no official activities on 
Wednesday evening, this evening being left open 
for private and non-official activities. There wil] 
be the usual golf tournament. 

There will be no alumni reunion dinners or 
fraternity luncheons as official program ae. 
tivities, although any group of course may 
arrange a dinner or luncheon unofficially. 

All hotel reservations should be made through 
the Hotel Committee. Those desiring reserya- 
tions should address: Hotel Committee, Southem 
Medical Association Meeting, 1714 O'Sullivan 
Building, Baltimore 2, Maryland, giving the kind 
and price of accommodations desired and time of 
arrival in Baltimore. The first class hotels of 
Baltimore, members of the Maryland Hotel 
Men’s Association, which will furnish rooms for 
this meeting are: Altamont, Arundel, Biltmore, 
Congress, Emerson, Lord Baltimore, Maryland, 
Mt. Royal, New Howard, Sheraton Belvedere, 
Southern and Stafford. 

The officers of the Baltimore City Medical 
Society are Dr. C. Reid Edwards, President; 
Dr. Edward A. Park, Vice-President; Dr. Lewis 
P. Gundry, Secretary; and Dr. J. Albert Chatard, 
Treasurer. Dr. Harry C. Hull is General Chair. 
man, and Dr. Theodore E. Woodward, Vice 
General Chairman. The Executive Committee 
for the Baltimore meeting is composed of Dr. 
Harry C. Hull, Chairman, Dr. C. Reid Edwards 
and Dr. F. A. Holden, Member of the Council 
of the Southern Medical Association for Mary- 
land. 

The Baltimore meeting in 1936 broke all-time 
records for attendance. 


EXTREME OPERATIVE POSITIONS 


Many factors besides the skillful use of a knife 
influence the patient’s recovery after operation. 
It was noted in 1946 that certain positions used 
in surgery cause reduction of about fifteen per 
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cent in the vital capacity of normal persons.' 
Normal unnarcotized subjects placed in the lith- 
otomy, Trendelenburg, kidney and jackknife 
positions showed this decrease within three min- 
utes. Comparable changes in the residual air 
yolumes have been noted in these positions. The 
effects upon circulation and respiration of pa- 
tients at operation in these extreme positions 
have recently been studied by workers’ at the 
University of Texas Medical School in Galveston. 


In deep planes of anesthesia, say the Galveston 
writers, most of the load of breathing is upon 
the diaphragm, and its excursion is impaired by 
loss of abdominal tone. The diaphragm is also 
inhibited if the head and trunk aim downward 
as in several positions common to surgical pro- 
cedures. Shallow breathing evidences respiratory 
embarrassment and is followed by secondary 
circulatory changes. Any factors which cause 
elevation of the diaphragm, such as position or 
tight abdominal bandaging predispose to this 
development. 


If the deeply anesthetized patient is in the 
supine horizontal position the effects of gravity 
are more nearly annulled. Levelling of the table 
when the patient is in malposition will usually 
telieve distress more effectively than a blood 
transfusion. It is suggested that the extreme 
positions be avoided as much as possible; that 
a 30-degree Trendelenburg not be used if a 15- 
degree will suffice; and that use even of this 
incline be limited to that part of the surgical 
procedure which demands it. In extreme kidney 
psition also, the Texas writers note disturbing 
symptoms. When the head of the table was 
elevated there was an immediate rise in systolic, 
diastolic and pulse pressures. In the sitting 
Position even, they say, short periods of anoxia 
resulting from low arterial pressure may damage 
the cerebral cortex and result in personality 
changes. 

Circulatory embarrassment due to the effects 
of gravity upon venous return are proportional 
to the variation from the horizontal plane. Res- 
piratory and circulatory depression may be fore- 
1046, and Stiles, J. Anesthesiology, 7:29-31, 

2. Slocum, H. C.; Hoeflich, E. A.; and Allen, C. R.: Cir- 


Ulatory and Respiratory Di iti 
f y Distress from Extreme Positions on the 
Operating Table. Surg., Gyn. and Obst.. $4:1051 (June) 1947, 
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stalled by avoiding extreme positions, with much 
benefit to the postoperative convalescence. 

In eager pursuit of spectacular therapy, the 
physician often forgets simple things that may 
make or mar recovery. 


SIMULTANEOUS IMMOBILIZATION 
OF BOTH LUNGS 


Complete rest of one lung at a time by various 
methods has long been used in therapy of 
tuberculosis. Usually the lung is surgically col- 
lapsed to prevent excursions of inhalation and 
exhalation, the other lung being free for breath- 
ing. Alvan Barach,! of Columbia University, 
describes a method of complete immobilization 
of both lungs over long daily periods. Absence 
of breathing is produced by hyperventilation 
with 100 per cent oxygen. Carbon dioxide has 
been eliminated by increased ventilation. The 
subject, according to Barach, remains comfort- 
able, has no impulse to breath and his chest at 
first remains motionless for a period of five 
minutes. Later the rest period is greatly pro- 
longed. Chemical factors are dominant, says 
Barach, over the proprioceptive reflexes in con- 
trol of the moving frame work of the lungs and 
chest wall. 

This investigator has devised a means of 
equalizing the pressure on beth sides of the chest 
wall as well as the upper and lower surface of 
the diaphragm, by putting the patient in a 
chamber made for the purpose and by proper 
adjustment of gas pressures. A number of 
tuberculous cases were thus treated. In certain 
types of tuberculosis immobilization of the lungs 
could not be obtained. In other cases both mod- 
erate and advanced, prolonged absence of breath- 
ing movement was employed. Several methods 
had to be used to teach the patient to “re- 
nounce his habit of breathing.” After a few 
days’ training, however, the patient could lie 
in the chamber for hours at a time without 
motion of the lungs. 


During this time, the impulse for movement 
of the voluntary muscles of the extremities was 


1. Barach, Alvan L.: Immobilization of Both Lungs Produced 
by the Equalizing Pressure Chamber with Results of Treatment 
in Pulmonary Tuberculosis. Ann. Int. Med., 26:687 (May) 1947. 
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greatly diminished. The patient might lie for 
long periods without moving his hands or chang- 
ing his position. He was so relaxed as to require 
little amusement. Certain patients remained ten 
hours daily in the equalizing pressure chamber, 
over a period of several months. 

The method has been under investigation by 
Barach for ten years as a mode of therapy in 
tuberculosis. Cases of advanced bilateral tuber- 
culosis and less advanced were often notably 
benefitted with clinical and x-ray recovery in 
a number. Closure of tuberculous cavities was 
a specific result of the immobilization of both 
lungs during treatment. In some instances the 
cavities reappeared upon cessation of therapy. 

This method will hardly be used in routine 
treatment of tuberculosis for some time to come. 
The demonstration of continued living during 
prolonged suspension of breathing has a great 
deal of purely physiologic interest. 


TWENTY-FIVE YEARS AGO 
From JOURNALS OF 1922 


Percentage Feeding.1—The artificial feeding of infants 
is difficult to practice if one is to judge from the rela- 
tively high mortality of infants deprived of their 
mother’s milk * * * We are all familiar with the type 
of “baby doctor” * * * who astonishes his students by 
selecting a feeding formula which seems exactly to suit 
the case * * * a purely empiric art * * * An empiric 
art cannot be taught, a science can, and fortunately, 
infant feeding is gradually becoming more of a science 
* * * An excellent example of * * * pseudo-science is 
the so-called percentage method of infant feeding as 
often carried out in practice. This method is fallacious 
* * * in that it assumes that digestion is greatly in- 
fluenced by small differences in the amount of water 
which is taken along with the fat, protein and carbo- 
hydrate * * * It is further assumed that examination 
of the stools allows one to determine what was the cause 
of the diarrhea or constipation or what not * * * Boiling 
of the milk will eliminate the danger of bacterial con- 
tamination and at the same time render it more digest- 
ible. For these reasons boiling of the milk should be 
routine for the feeding of any infant, even though the 
milk be “certified”. * * * We * * * take some boiled 
milk and sugar or cereal and mix them together and are 
ready to feed the baby. * * * In conclusion I want to 
point out the fact that there is a science of infant nutri- 
tion and that a few simple foods such as sweet and sour 
milk, milk curds and sugar comprise our entire useful 


1. Marriott, W. McKim: The Teaching of Infant Feeding. Sou. 


Med. Jour., 15:530 (July) 1922. 
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armamentarium * * * The apparently brilliant results 
from various unusual and complicated formulae cap 
always be explained on the basis of the underlying 
principles and could have been accomplished just as 
well by simpler means. 


Book Reviews 


Synopsis of Physiology. By Rolland J. Main, PhD, 
Professor of Physiology, Medical College of Virginia, 
Richmond. 341 pages with illustrations. St. Louis: 
The C. V. Mosby Company, 1946. Price $3.50. 
This little book contains the essentials of physiology, 

Dogmatically presented the discussion is limited to man 

whenever possible. The senior medical student and 

physician will find this text very valuable for review. 


A Textbook of General Biology. By E. Grace White, 
Ph.D., Professor of Biology, Wilson College, Chambers- 
burg, Pa. Third Revised Edition. 659 pages with illu: 
trations. St. Louis: The C. V. Mosby Company, 1946, 
Price $4.50. 

This text has been re-arranged and modernized, ex- 
tensive changes having been made in part two. There 
is an increased emphasis on the chemical aspects of 
biology. A satisfactory text for the teaching of biology. 


General Biology. By William C. Beaver, Ph.D., Pro- 
fessor of Biology, Wittenberg College, Springfield, 
Ohio. Third Edition. 820 pages, with illustrations 
St. Louis: The C. V. Mosby Company, 1946. Price 
$4.75. 

Generally this text resembles the previous in organi- 
zation and presentation. Penicillin, conservation of 
water supplies, sewage disposal, antibiotics, viruses and 
parasitic fungi have received greater emphasis. A large 
number of illustrations are included, several new ones 
having been added. There is a plethora of material 
allowing selective reading for special courses. 


The Principles of Neurological Surgery. By Loyal Davis, 
MS., M.D., Ph.D., D.Sc., (Hon.), Professor of Sur- 
gery and Chairman of the Division of Surgery, North- 
western University Medical School, Chicago, Illinois 
Third edition. 540 pages with illustrations. Phil- 
delphia: Lea & Febiger, 1946. Price $7.50. 

* The appearance of a third edition of this work fills 

the increasing need for dissemination of information re- 

garding recent advances in. the field of neurosurgery. 

Since this work was compiled for the general pract- 

tioner, it covers adequately all of the disease states for 

which neurosurgery can offer the patient some measure 
of relief. The subject presentation is not exhaustive 
and detailed instruction as to the technic of operative 
procedures is avoided as these features would make 
the work too cumbersome for general usage. It is there- 
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fore not a treatise for the specialist in neurology or 
neurological surgery, although the opinions and judg- 
ment of the author are in general accord with the 
majority of his neurosurgical colleagues. In addition to 
its usefulness to the medical student and practitioner 
this work should be of considerable value in the field 
of nursing education. 


The Lung. By William Snow Miller, M.D., Late 


Emeritus Professor of Anatomy, University of Wis- . 


consin. 222 pages, illustrations, some in color. Sec- 

ond edition. Springfield: Charles C. Thomas, Pub- 

lisher, 1947. Price $7.50. 

This book is a medical classic, if there ever was one. 
The painstaking years of studies, and careful interpre- 
tations of thousands of minute details are evident on 
every page, and in each of the fine illustrations. This 
is unquestionably the best work on lung structure and 
anatomy in the English language. It is a book which 
should be in every medical library. 


Ophthalmology in the War Years. Volume I (1940-1943). 
Edited by Meyer Wiener, M.D. 1168 pages. Chicago: 
The Year Book Publishers, Inc., 1946. Price $13.50. 
Thirty-six co-editors, most of whom are noted and 

all of whom are experts, combined under the able 

editorship of Dr. Wiener to produce a volume of great 
merit. Each contributor abstracted and commented on 
from fifty to eight hundred published articles in his 

particular fields; there are actually 8,474. 

Yet the outstanding feature of this volume is’ not 
that it is encyclopedic in scope, but that the editor of 
each section has presented his subject systematically with 
a general summarizing preface, logical arrangement of 
the relating papers with comments as to the merits of 
each, and general conclusions. 

The book not only brings the ophthalmologist up to 
date in clinical fields, but also in related studies of in- 
terest such as ocular biochemistry and electrophysiology. 

The author and his co-editors are to be congratulated 
upon this volume. The second volume, upon its ap- 
Pearance some time this year, will complete a most 


useful and excellent summary of ophthalmic literature 
during the war years. 


Laboratory Instructions in Biochemistry. By Israel S. 
Kleiner, Ph.D., Professor of Biochemistry, New York 
Medical College, and Louis B. Dotti, Ph.D., Chemist, 
St. Luke’s Hospital, Lecturer and formerly Assistant 
Professor of Biochemistry and Physiology, New York 
Medical College. Second edition. 245 pages. St. 
Louis: The C. V. Mosby Company, 1946. Price $2.50. 


This manual includes the usual chapters in biochem- 
istry manuals and, in addition, there is a chapter on 
toxicology which contains qualitative tests for ethyl 
alcohol, methyl alcohol, chloroform, cyanide, phenol, 
yellow phosphorus, strychnine, barbiturates, arsenic and 
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other poisons from tissues and fluids. A number of new 


procedures are added in the chapters on quantitative 


blood and urine analysis. 


This manual is written primarily for medical students 
in biochemistry. The discussion of principles involved 
is inadequate for medical technicians and other lab- 
oratory workers, but the section on reagents and solu- 
-tions is quite helpful. 


Military Neuropsychiatry. Proceedings of the Associa- 
tion for Research in Nervous and Mental Disease, De- 
cember 15 and 16, 1944, New York. 355 pages. Balti- 
more: The Williams & Wilkins Company, 1946. Price 
$6.00. 


Considerable progress was made in psychiatry during 
the past great conflict, and this volume in a leisurely 
way covers much of it. Forty-seven able psychiatrists 
are contributors. The editorial board for the volume 
consists of Dr. Franklin G. Ebaugh, Chairman, with 
Dr. Harry C. Solomon and Dr. Thomas E. Bamford, Jr. 
Various war-induced conditions are discussed: reactions 
of flyers to various combat conditions, of discharged 
soldiers, of amputees, psychiatric contrasts in the two 
wars, group therapy, drugs, and other methods, types 
of treatment, British neuropsychiatry. A good South- 
erner might wonder why in the section on discharged 
veterans in the rural South the sentence appears, “The 
culture of the South creates situations in which emo- 
tional dependence thrives.” If this means that emotional 
dependence thrives because psychiatrists and hospitals 
are few in the South, the sequence may be questioned. 

The format of the volume is beautiful and its articles 
are not difficult reading. It is in no sense an elementary 
text. It is a discursive group of articles rather than a 
system with a logical order of development. For the 
specialist it offers much interesting and instructive 
psychiatric meat. 


Medical Education and the Changing Order. By Ray- 
mond B. Allen, M.D., Ph.D. 142 pages. New York: 
The Commonwealth Fund, 1946. Price $1.50. 


In offering a challenge that doctors should know life 
in all its aspects the writer merely reiterates the art of 
medicine as practiced by the family physician. The text 
discusses the history of medical education, the prepara- 
tion for study, the actual study and the problems and 
opinions of educators. While it is not intended to offer 
a full exposition of the subject it is meaty and should 
be read by every physician, student and medical 
educator. 


The Head, Neck and Trunk Muscles and Motor Points. 
By Daniel P. Quiring, Ph.D., Head of the Anatomy 
Division, Cleveland Clinic Foundation, and Associate 
Professor of Biology, Western Reserve University, 
Cleveland, Ohio. 115 pages, with 103 illustrations. 
Philadelphia: Lea & Febiger, 1947. Price $2.75. 
This text consists of a series of diagrams and con- 

densed descriptions of individual muscles of the head, 
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OFFICERS 


The following is a complete roster of the officers of 
the Southern Medical Association for 1946-1947, and 
of the organization meeting conjointly with the Southern 
Medical Association: 


President—Dr. E. L. Henderson, Louisville, Ky. 
President-Elect—Dr. Lucien A. LeDoux, New Orleans, La. 

First Vice-President—Dr. Oscar B. Hunter, Washington, D. C. 
Second Vice-President—Dr. Robert T. Spicer, Miami, Fla. 


Secretary-Manager (Secretary, Treasurer and General Manager)— 
Mr. C. P. Loranz, Birmingham, Ala. 


Assistant to Secretary-Manager—Mr. H. L. Williams, Birmingham, 
Ala. 


Editor of Journal—Dr. M. Y. Dabney, Birmingham, Ala. 


Associate Editor of Journal—Mrs. Eugenia B. Dabney, Birming- 
ham, Ala. 


Councilors—Dr. Ray M. Bobbitt, Chairman, Huntington, West 
Va.; Dr. Harvey B. Searcy, Tuscaloosa, Ala.; Dr. Oliver C. 
Melson, Little Rock, Ark.; Dr. Arnold McNitt, Washington, 
D. C.; Dr. William C. Thomas, Gainesville, Fla.; Dr. W. A. 
Selman, Atlanta, Ga.; Dr. J. B. Lukins, Louisville, Ky.; Dr. 
Wiley R. Buffington, New Orleans, La.; Dr. F. A. Holden, 
Baltimore, Md.; Dr. J. P. Culpepper, Jr., Hattiesburg, Miss.; 
Dr. Daniel L. Sexton, St. Louis, Mo.; Dr. Arthur H. London, 
Jr., Durham, N. C.; Dr. Carroll M. Pounders, Oklahoma City, 
Okla.; Dr. W. L. Pressly, Due West, S. C.; Dr. Kate Savage 
Zerfoss, Nashville, Tenn.; Dr. Walter G. Stuck, San Antonio, 
Tex.; Dr. T. Dewey Davis, Richmond, Va. Executive Com- 
mittee of Council—Dr. J. B. Lukins, Chairman; Dr. J. P. 
Culpepper, Jr.; and Dr. Arnold McNitt. Councilors-Elect—Dr. 
Wilbur M. Salter, Anniston, Ala.; Dr. Clifford N. Heisel, Cov- 
ington, Ky.; Dr. R. L. Sanders, Memphis, Tenn.; and Dr. 
Andrew E. Amick, Lewisburg, West Va. 


Board of Trustees (All are Past Presidents)—Dr. Paul H. Ringer, 
Chairman, Asheville, N. C.; Dr. M. Pinson Neal, Columbia, 
Mo.; Dr. Harvey F. Garrison, Jackson, Miss.; Dr. James 
Ryan, Covington, Ky.; Dr. E. Vernon Mastin, St. Louis, Mo.; 
Dr. M. Y. Dabney, Birmingham, Ala. 


Section on General Practice—Dr. John R. Bender, Chairman, 
Winston-Salem, N. C.; Dr. J. T. Shelburne, Vice-Chairman, 
Critz, Va.; Dr. Shockley D. Gardner, Segetary, Poteet, Tex. 


Section on Medicine—Dr. Arthur J. Schwertman, Chairman, Cov- 
ington, Ky.; Dr. S. Marion Salley, Vice-Chairman, Miami, Fla.; 
Dr. William M. Nicholson, Secretary, Durham, N. C 


Section on Gastroenterology—Dr. Cecil O. Patterson, Chairman, 
Dallas, Tex.; Dr. Walter R. Johnson, Vice-Chairman, Asheville, 
N. C.; Dr. James L. Borland, Secretary, Jacksonville, Fla. 


Section on Neurology and Psychiatry—Dr. Titus H. Harris, Chair- 
man, Galveston, Tex.; Dr. Hervey M. Cleckley, Vice-Chairman, 
Augusta, Ga.; Dr. James L. Anderson, Secretary, Miami, Fla. 


Section on Pediatrics—Dr. W. Ambrose McGee, Chairman, Rich- 
mond, Va.; Dr. W. W. McKibben, Vice-Chairman, Miami, 
Fla.; Dr. Samuel F. Ravenel, Secretary, Greensboro, N. C. 


Section on Pathology—Dr. Iva C. Youmans, Chairman, Miami, 
Fla.; Dr. A. J. Ayers, Vice-Chairman, Atlanta, Ga.; Dr. Roger 
D. Baker, Secretary, Birmingham, Ala. 


Section on Radiology—Dr. H. B. Ivey, Chairman, Goldsboro, 
N. C.; Dr. Gerard Raap, Vice-Chairman, Miami, Fla.; Dr. J. 
Marsh Frere, Secretary, Chattanooga, Tenn. 


Section on Dermatology and Syphilology—Dr. C. Ferd Lehmann, 
Chairman, San Antonio, Tex.; Dr. Wiley M. Sams, Vice- 
Chairman, Miami, Fla.; Dr. Winfred A. Showman, Secretary, 
Tulsa, Okla. 


Section on Allergy—Dr. Frank A. Simon, Chairman, Louisville, 
y.; Dr. J. Warrick Thomas, Vice-Chairman, Richmond, Va.; 
Dr. Mason I. Lowance, Secretary, Atlanta, Ga. 


Section on Physical Medicine—Dr. Frances A. Hellebrandt, Chair- 
man, Richmond, Va.; Dr. Wayne McFarland, Vice-Chairman, 
he ma ar D. C.; Dr. George D. Wilson, Secretary, Ashe- 
ville, N. C. 
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neck and trunk, together with their chief arterial ang 
nerve supply. It supplements a similar study by the 
author upon the extremities. 

The teacher of anatomy will find the diagrams jn this 
work useful as teaching aids. Furthermore, the text 
should be valuable to the surgeon as a medium for quick 
review of the location, innervation and principal blood 
supply of muscles which may be pertinent to his par- 
ticular surgical problem. Finally, the treatise should he 
of great value to the teachers of courses in anatomy 
and physiology in departments of physical education in 
universities and colleges where human dissection material 
is often scanty or unavailable. 


Section on Industrial Medicine and Surgery—Dr. § 
Seeger, Chairman, Dallas, Tex.; Dr. Fitz 
Chairman, Lake Charles, La.; Dr. J. J. Brandabur,. Secre- 
tary, Huntington, West Va. . 


Section on Surgery—Dr. R. J. Wilkinson, Chairman, Huntington 
West Va.; Dr. Joseph S. Stewart, Vice-Chairman, Miami, Fia,: 
Dr. J. Duffy Hancock, Secretary, Louisville, Ky. 


Section on Orthopedic and Traumatic Surgery—Dr. Robert V 
Funsten, Chairman, Charlottesville, Va.; Dr. Walter G. Stuck. 
Vice-Chairman, San Antonio, Tex.; Dr. C. E. Irwin, Secretary, 
Warm Springs, Ga. i 

Section on Gynecology—Dr. Robert FE. Seibels, Chairman, 
Columbia, S. C.; Dr. Wendell Long, Vice-Chairman, Oklahoma 

City, Okla.; Dr. Walter L. Thomas, Secretary, Durham, N. C. 


Section on Obstetrics—Dr. Frank R. Lock, Chairman, Winston- 
Salem, N. C.; Dr. E. Lee Dorsett, Vice-Chairman, St. Louis, 
Mo.; Dr. Williamson Z. Bradford, Secretary, Charlotte, N. C. 


ection on Urology—Dr. Jarratt P. Robertson, Chairman, Birming- 
ham, Ala.; Dr. E. Clay Shaw, Vice-Chairman, Miami, Fia.; 
Dr. Robert F. Sharp, Secretary, New Orleans, La. 


Section on Proctology—Dr. Tom E. Smith, Chairman, Dallas, Tex.; 
Dr. Claude G. Mentzer, Vice-Chairman, Miami, Fla.; Dr. Hoyt 
R. Allen, Secretary, Little Rock, Ark. 


Section on Ophthalmology and Otolaryngology—Dr. Calhoun Mc- 
Dougall, Chairman, Atlanta, Ga.; Dr. Shaler Richardson, 
Chairman-Elect, Jacksonville, Fla.; Dr. V. K. Hart, Vice 
Chairman, Charlotte, N. C.; Dr. Alston Callahan, Secretary, 
Birmingham, Ala. 


Section on Anesthesiology—Dr. Merrill C. Beck, Chairman, New 
Orleans, La.; Dr. Fred E. Woodson, Vice-Chairman, Tulsa, 
Okla.; Dr. Ralph S. Sappenfield, Secretary, Miami, Fla. 


Section on Medical Education and Hospital Training—Dr. George 
T. Harrell, Chairman, Winston-Salem, N. C.; Dr. Edgar Hull, 
Vice-Chairman, New Orleans, La.; Dr. J. P. Gray, Secretary, 
Oklahoma City, Okla. 


Section on Public Health—Dr. B. F. Austin, Chairman, Atlanta, 
Ga.; Dr. Virginia Howard, Vice-Chairman, Jackson, Miss.; 
Dr. Robert E. Fox, Secretary, Raleigh, N. C. 


Women Physicians of Southern Medical Association—Dr. Estelle 
A. Magiera, Chairman, Jackson, Miss.; Dr. Emily Gardner, 
Vice-Chairman, Richmond, Va. 


American College of Chest Physicians, Southern Chapter om rg 
conjointly with Southern Medical Association)—Dr. rag 
Turner, President, Louisville, Ky.; Dr. Herbert L. Mantz, First 

. Vice-President, Kansas City, Mo.; Dr. Dean B. Cole, _ 
Vice-President, Richmond, Va.; Dr. Hollis E. Johnson, 
tary-Treasurer, Nashville, Tenn.; Dr. David H. Waterman, 
Chairman, Program Committee, Knoxville, Tenn. 


Woman’s Auxiliary to Southern Medical Association—Mss. ~y 
R. Buffington, President, New Orleans, La.; Mrs. Olin 
Cofer, President-Elect, Atlanta, Ga.; Mrs. Joseph pt L 
First Vice-President, Oklahoma City, Okla.; Mrs. ~ 
Walters, Second Vice-President, Miami Beach, Fla.; 3 ids, 
Leslie Moore, Treasurer, Dallas, Tex.; Mrs. Henry_C. 
Recording Secretary, Jackson, Miss.; Mrs. Carroll F. Gelbke, 
Corresponding Secretary, Gretna, La.; Mrs. H. E. Chistes, 
Sr., Parliamentarian, Knoxville, Tenn.; Mrs. Harry M. , 
Historian, Kansas City, Mo. 
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A Primer for Diabetic Patients: An Outline of Treatment 
for Diabetes with Diet, Insulin and Protamine-Zinc 
Insulin, Including Directions and Charts for the Use 
of Physicians in Planning Diet Prescriptions. By 
Russell M. Wilder, M.D., Ph.D., F.A.C.P., Professor 
and Chief of the Department of Medicine of the Mayo 
Foundation, University of Minnesota. Eighth Edition, 
Reset. 192 pages with illustrations. Philadelphia and 
London: W. B. Saunders Company, 1946. Price $1.75. 
The changes made in this eighth edition are of minor 

importance, medically, but will aid materially in making 

the life of the diabetic easier. Embodying the substance 
of instruction given in the diabetic school at Mayo 

Clinic the book commences another quarter century of 

influence and teaching. 


Health Insurance in the United States. By Nathan 
Sinai, Dr. P-H., Odin W. Anderson, Melvin L. Dollar, 
School of Public Health, University of Michigan. 115 
pages. New York: The Commonwealth Fund, 1946. 
Price $1.50. 


This monograph traces the growth of voluntary 
health insurance in the United States since its inception 
in 1915. Among the problems cited by the author are 
the attitude of medical profession, the amount of 
services that should be included, e.g. radiology, lack of 
hospitals, lack of doctors and nurses, especially in some 
areas, lack of co-ordination of planning and many others. 
Every physician perusing this book will obtain greater 
insight into the problems now facing the profession. 


Medicine in the Changing Order. Report of the New 
York Academy of Medicine, Committee on Medicine 
and the Changing Order. Malcolm Goodridge, M.D., 
Chairman. 240 pages. New York: The Common- 
wealth Fund, 1947. Price $2.00. 


This book starts with a discussion of the early medical 
beginnings and thence with an evaluation of “our own 
national health. Medical care in the cities and farm 
areas, public health services, the quality of medical care, 
preventive medicine, the hospitals, nursing and health 
insurance are some of the subjects touched upon. The 
monograph points out the inequality of medical services 
in different areas and makes suggestions for their 
improvement. 


The Human Frontier: A New Pathway for Science To- 
ward a Better Understanding of Ourselves. By Roger 
J. Williams. First Edition. 314 pages. New York: 
Harcourt, Brace and Company, 1946. Price, $3.00. 


Dr. Williams has collected a great deal of literature 
concerning the human mechanism and its behavior. 
From this he develops the thesis that man has been 
partitioned among the specialists in so narrow a manner 
that now we should have a super-specialist to take 
these narrowed views and give them a broad meaning. 
This new applied science is to be called humanics. It is 
interesting theory worthy of further study. 
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SOUTHERN MEDICAL ASSOCIATION 
EXECUTIVE COMMITTEE MEETING 


The Executive Committee of the Council of the Southern 
Medical Association met at the Netherland Plaza Hotel, Cin- 
cinnati, Ohio, Saturday, May 10, 1947 at 10:00 a.m. Present: 
Dr. J. B. Lukins, Chairman, Louisville, Kentucky; Dr. J. P. 
Culpepper, Jr., Hattiesburg, Mississippi; Dr. Arnold McNitt, 
Washington, D. C.; Dr. E. L. Henderson, President, Louisville, 
Kentucky; and Dr. Lucien A. LeDoux, President-Elect, New Or- 
leans, Louisiana. Sitting with the Committee by invitation of 
the Chairman: Dr. Ray M. Bobbitt, Chairman of Council, Hunt- 
ington, West Virginia; Dr. W. Raymond McKenzie, Immediate 
Past Chairman of Council, Baltimore, Maryland; Dr. Neil S. 
Moore, Immediate Past Chairman of Committee, St. Louis, 
Missouri; Dr. James A. Ryan, Past President and_ Trustee, 
Covington, Kentucky; Dr. Oscar B. Hunter, First Vice-President, 
Washington, D. C.; Dr. Clifford N. Heisel, Councilor-Elect 
from Kentucky, Covington, Kentucky; and Mr. C. P. Loranz, 
Secretary and General Manager, Birmingham, Alabama. 


At its meeting last November the Council of the Southern 
Medical Association instructed its Executive Committee to (1) 
decide where the Association meeting should be held this year 
and (2) set up the program plan for that meeting. 


After careful consideration the Committee accepted the invita- 
tion of the Baltimore City Medical Society to meet in Baltimore, 
the date for the meeting to be November 24-27, Thanksgiving week. 
The fact that so many more hotel rooms could be made available 
on Thanksgiving week than any other week was the reason the 
Committee selected that date. 


The Committee, after a general and full discussion, after all 
conditicns under which the meeting would have to be held this 
year had been reviewed, was unanimous in its decision that the 
amount of program for its sections should be the same as for 
the past several annual meetings, one full session for each of 
the twenty-one scientific sections and to be so staggered that not 
more than four or five sections will be meeting at the same time. 
Monday afternoon and Tuesday forenoon are to be designated 
“Baltimore Day’? with five sessions each half-day, two general 
medical, two general surgical and one eye, ear, nose, and throat, 
the program to be presented by Baltimore physicians and arranged 
by a local committee. The section programs are to start Tuesday 
afternoon and run through Thursday afternoon. There is to be a 
general public session on Monday evening and a general session 
on Tuesday evening, followed by a President’s reception and ball. 
There are to be no program activities on Wednesday evening, this 
evening being left open for private and non-official activities. 


As official activities there will not be any alumni reunion 
dinners or fraternity luncheons, although there is no objection to 
any of these groups having dinners or luncheons if they desire. 
There will be the usual golf tournament. 


Because of the relatively small number of hotel rooms available 
for a meeting this year, and other conditions under which the 
meeting will have to be held, the Committee, with great 
reluctance, withdrew the Association’s invitation to the American 
Society of Tropical Medicine and the National Malaria Society to 
meet conjointly with the Association this year. It was announced 
that the American Public Health Association, Southern Branch, 
had decided at its meeting in Miami not to meet conjointly with 
the Association this year. 


The Committee instructed the Secretary-Manager to continue 
to use the words “white physicians” in all promotion material for 
the Baltimore meeting. 

The Committee favored an invitation to attend the Baltimore 
meeting as visitors to white physicians of state and county medical 
soci€ties from outside the territory of the Southern Medical 
Association, those accessible to the Baltimore meeting. 

The Committee approved the Association sponsoring a Southern 
Medical Association Breakfast at the one hundredth anniversary 
meeting of American Medical Association in Atlantic City in June. 

The question of increasing the membership of the Association 
was discussed and it was the action of the Committee that the 
members of the Council be requested to endeavor to increase 
materially the membership in their respective states. 

The Committee was unanimous in its judgment that Dr. Ray 
M. Bobbitt, Chairman of the Council, should assume the Chair- 
manship of the special committee provided for by the Council 
at the last meeting to consider “the matter of the relationship 
between the physicians and hospitals, to the growing trend of 
hospitals to enter into and take over the practice of medicine.” 

The Southern Medical Association complimented those in 


pea 

q 
a 
q 
k, 
4 
n, 
na 
n- 
is, 
{c- 
on, 
ce ‘ 
ry, 

- 
4 
rae 
ull, 
ry, 
nta, 

| 
4 


630 SOUTHERN MEDICAL JOURNAL July 1967 


attendance upon the Executive Committee meeting and their wives 
with a luncheon at the Netherland Plaza Hotel to which were 
invited the officers of the Campbell-Kenton County Medical 
Society of Kentucky and their wives, and other guests. In the 
evening the Association was host to a dinner at the Netherland 
Plaza Hotel to those in attendance upon the Executive Committee 
Meeting and the members of the Campbell-Kenton County Medical 
Society of Kentucky, the society that has been host to the 
Association on two occasions, 1943 and 1945. 


SOUTHERN MEDICAL ASSOCIATION BREAKFAST - 


The Southern Medical Association was host to a_ breakfast 
honoring its President, Dr. E. L. Henderson, of Louisville, at 
the Hotel Traymore, Belvedere Room, Atlantic City, New Jersey, 
Thursday, June 12 at 8:00 a.m., during the one hundredth anni- 
versary meeting of the American Medical Association being held 
in Atlantic City. The breakfast was an informal get-together, 
no speeches, and was over in time for those present to get to 
sections and other nine o’clock meetings. There were one hundred 
and forty-nine in attendance. Dr. Henderson is also Chairman 
of the Board of Trustees of the American Medical Association. 


ALABAMA 


Dr. Wilbur M. Salter, Anniston, has been appointed a member 
of the Council of the Southern Medical Association from Alabama 
for a regular Council term of five years beginning at the close 
of the annual meeting in Baltimore, Maryland, in November, the 
appointment having been announced recently by the President- 
Elect, Dr. Lucien A. LeDovx, New Orleans, Louisiana. Dr. Salter 
succeeds Dr. Harvey B. Searcy, Tuscaloosa, whose term pe 
expire with the close of the Baltimore meeting in November, 
who, having served the constitutional limit, is not eligible = 
reappointment. 

Dr. Tom D. Spies, Birmingham, was recently given a testimonial 
scroll bearing the signature of 322 physicians of Jefferson County, 

ma, as an indication of appreciation of him and of his work 
among the malnourished. This was presented on the occasion of 
a dinner tendered Dr. Spies on April 1 at the Waldorf-Astoria 
Hotel in New York City which was attended by several hundred 
from various parts of the United States. 

A contract has been approved by the Governor of Alabama for 
the construction of a $649,933 Public Health Building at the 
University of Alabama Medical Center, Birmingham. Funds will 
be provided by the State, Jefferson County and the City of 
Birmingham. The Alabama. Building Commission allocated $225,- 
000, Jefferson County $100,000 and Birmingham $175,000. 

Dr. Emmett B. Frazer, Mobile, was elected President of the 
Southern Society of Clinical Surgeons at a recent meeting. 


DeaTHS 


Dr. Pressly Young Donald, Selma, aged 57, died recently of 
acute gangrenous cholecystitis and cholelithiasis. 

Dr. Vincent Jones Gragg, Magnolia Springs, aged 70, died re- 
cently of intestinal obstruction. 

Dr. David Sanders Moore, Birmingham, aged 61, died June 8. 

Dr. Ruffin Ashe Wright, Mobile, aged 81, died recently of 
heart disease and pneumonia. 


ARKANSAS 


Arkansas Medical Society at its seventy-first annual meeting 
installed Dr. L. T. Evans Batesville, President; and elected Dr. 
P. W. Lutterloh, Jonesbor , President-Elect; Dr. T. D. Brown, 
Little Rock, First Vice-President; Dr. L. M. Lile, Hope, Second 
Vice-President; Dr. Fount Richardson, Fayetteville, Third Vice- 
President; Dr. Paul L. Mahoney, Little Rock, Treasurer; and 
Dr. W. R. Brooksher, Fort Smith, Secretary, reelected. 

bn ng County Medical Society has elected’ Dr. Ross Van Pelt, 
Eureka Springs, President; Dr. Vernon Sammons, Berryville, Vice- 
President; and Dr. Wm. A. Woodcock, Berryville, Secretary- 
Treasurer. 

Clay County Medical Society has elected Dr. N. J. Latimer, 
President; Dr. O. H. Clopton, Vice-President; and Dr. J. E. 
McGuire, -Treasurer. 

Drew voy | — Society has elected Dr. C. Lewis Hyatt, 
President; Dr. B. Holder, Vice-President; and Dr. R. F. 
Hyatt, Secretary: 

Greene County Medical Society has elected Dr. J. J. Hudgins, 
President; Dr. G. P. Bridges, Vice-President; and Dr. M. A. 
Kellett, Secretary-Treasurer. 

Mississippi County Medical Society has elected Dr. J. E. Beaslet, 
President; Dr. L. L. Hubener, Vice-President; and Dr. Thos. F. 
H mn, Secretary-Treasurer. 


Saint Francis County Medical Society has elected Dr, ¢ N. 
Bogart, President; Dr. J. M. Roy, Vice-President; and Dr, J. 0. 
Rush, Secretary-Treasurer. 

Phillips auaney Medical Society has elected Dr. Fink, 
President; Dr. L. Chrestman, Vice-President; and 
Terry, 

Woodruff County Medical Society has elected Dr. J. W. . Mortis, 
President; Dr. F. C. M ig Sr., Vice-President; and Dr. C, E 
Dungan, Secretary-Treasur 

Arkansas Society for Crippled Children has “a Dr. Pat 
ville, Vice-President; and Dr orrest ‘Honorary 
Fred ed with Dr. R tegen 

r r en is associat wi r. . Hun 
Fayetteville, in the practice of —. nose and ar 

r. H. King Wade, Jr., after being released from military 
wae is associated with the Wade Clinic, Hot Springs National 


Dr. W. W. Hornsby, Ola, has moved to Mansfield. 

Dr. A. C. Parker, recently rel > gaa from military service, has 
located practice at Clarkedal 

Dr. J. Goforth, Jr., Nashville, is serving a residency at St, 
Luke’s *icpitn, New York City. 

Dr. N. T. Hollis has been appointed Superintendent of the 
+ Kennedy, has been taki 

Tr. a mnedy, Prescott as n ing a course 
si New York Polyclinic, New York City. 
“™' 3 Price, Jr., Monticello, has been appointed a member 
of the tt... State Board of Health. 

Dr. J. K. Thompson, Fort Smith, has been elected a member 
of the American College of Physicians. 

State Medical Board of the Arkansas Medical Society recently 
appointed the following members for a four-year term: Dr. 
Verser, Harrisburg; Dr. C. Ray Williams, Morrilton; and 
L. J. Kosminsky, Texarkana. 

Dr. A. A. Blair, Fort Smith, has been elected Arkansas Governor 
for the American College of Physicians. 

Dr. W. B. Grayson is associated with Dr. H. Fay H. Jones, 
Little Rock, in the practice of urology. 

Dr. Henry G. Hellenberg, Little Rock, has been doing special 
at Ho Hospital, Baltimore. 

y 4 man, Newport, has purchased the Brownson 
Honital at "<a and will reside in Leachville. 

The following have been appointed consultants to the Army 
and Navy General Hospital, Hot Springs National Park: Dr. Geo. 
B. Fletcher, neurology; Dr. E. Driver Rowland, cardiology: Dr. 
1 H. Lutterloh, internal medicine; and Dr. H. King Wade, 
urology 

Dr! Kenneth A. Siler, Dumas, has moved to Siloam 

Dr. William Martin Dickerson, Conway, and Miss om Jean 
Sheperd, Ambia, Indiana, were married recently. 


DEATHS 


Dr. Forest Allen Boomer, Van Buren, aged 63, died April 17. 

Dr. William S. Crawford, Marianna, aged 50, died April 26. 

Dr. William G. Hodge, Malvern, aged 69, died recently. 

Dr. Thomas F. Hudson, Luxora, aged 64, was killed recently 
by a train-car collision. 

Dr. Carlos C. Stevens, Blytheville, aged 68, died March 24. 

Dr. Robert P. Woods, Altheimer, aged 63, was killed in an 
automobile accident May 9. 


DISTRICT OF COLUMBIA 


The first Pan American Congress of Pediatrics will be held 
at Mayflower Hotel, Washington, July 9-12, ae the auspices 
of the American Academy of Pediatrics. ‘Dr. Felix Hurtado, 
Havana, Cuba, will be the presiding officer. 

Dr. Oscar B. Hunter, Washington, has been reelected to the 
Board of Trustees of Group Hospitalization, Incorporated. 

Mid-Atlantic Section of the American Urological Association at 
its conference held recently elected Dr. G. G. Irwin, Charleston, 
West Virginia, President; Dr. T. R. Fetter, Philadelphia, Pennsyl- 
vania, Vice-President; and Dr. H. N. Dorman, Washington, 

etary-Treasurer. 

Dr. Robert J. Coffey, Washington, succeeds Dr. Fred R. Sate. 
son as Professor of Surgery, Georgetown University School of 
Medicine. 

Health Security Administration’s Board of Trustees has reelected 
Dr. Henry C. Macatee, President and reelected Dr. Watson W. 
Eldridge, First Vice-President: Dr. Oscar B. Hunter, Second 
View? -President; and Dr. Frank A. Birgfeld, Treasurer, all of 

ington. 

Dr. Robert Scott Lamb, Washington, was installed Presideat 
of the District Society of ‘the Sons of the American Revolution 
at its recent annual meeting. 


Continued on page 58 
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Out of some cold figures, came a story 


to warm America’s heart 


LONG AGO, the Secretary of the United 
States Treasury studied a figure-covered 
sheet of paper. 

The figures revealed a steady, powerful up- 
swing in the sale of U. S. Savings Bonds, and 
an equally steady decrease in Bond redemp- 
tions. 

But to the Secretary, they revealed a good 
deal more than that, and Mr. Snyder spoke 
his mind: 

“After the Victory Loan, sales of U. S. Savings 
Bonds went down—redemptions went up. 
And that was only natural and human. 


“Tt was natural and human—but it was also 
dangerous. For suppose this trend had con- 
tinued. Suppose that, in this period of re- 
conversion, some 80 million Americans had 
decided not only to stop saving, but to spend 
the $40 billion which they had already put 
aside in Series E, F & G Savings Bonds. The 
picture which that conjures up is not a pretty 
one! 

“But the trend did NOT continue. 


“Early last fall, the magazines of this country 
—nearly a thousand of them, acting together 
—started an advertising campaign on Bonds. 
This, added to the continuing support of other 
media and advertisers, gave the American 
people the facts . . . told them why it was im- 
portant to buy and hold U. S. Savings Bonds. 


“The figures on this sheet tell how the Ameri- 


can people responded—and mighty good 
reading it makes. 

“Once more, it has been clearly proved that 
when you give Americans the facts, you can 
then ask them for action—and you'll get it!” 


What do the figures show? 
On Mr. Snyder’s sheet were some very interest- 
ing figures. 

They showed that sales of Savings Bonds 
went from $494 million in last September to 
$519 million in October and kept climbing 
steadily until, in January of this year, they 
reached a new postwar high: In January, 1947, 
Americans put nearly a billion dollars in Savings 
Bonds. And that trend is continuing. 

In the same way, redemptions have been 
going just as steadily downward. Here, too, 
the trend continues, 

Moreover, there has been, since the first of 
the year, an increase not only in the volume of 
Bonds bought through Payroll Savings, but in 
the number of buyers. 


How about you? 
The figures show that millions of Americans 
have realized this fact: there is no safer, surer 
way on earth to get the things you want than 
by buying U. S. Savings Bonds regularly. 
They are the safest investment in the world. 


Buy them regularly through the Payroll Plan, or 
ask your banker about the Bond-a-Month Plan. 


Save the easy, automatic way_with U.S. Savings Bonds 
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Contributed by this magazine in co-operation 
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The Physicians’ Window at the Washington Cathedral, given by 
the widow of the late Dr. Elmer B. Freeman, widely known gas- 
troenterologist of Baltimore, was dedicated June 1, this being the 
first of a series of three cathedral windows recognizing the leadinx 
professions and their relation to religion. 


DEaTHS 


Dr. John Andrew Collins, Washington, aged 70, died April 9. 

Dr. Isidore M. Lavine, Washington, aged 43, died April 5. 

Dr. Charles Eder Reed, Washington, aged 72, died recently of 
cardiac tamponade. 

Dr. Paul Edward Spratlin, Washington, aged 85, died recently 
of hypertensive heart disease. 


FLORIDA 


Florida Medical Association ‘at its recent annual meeting installed 
Dr. William C. Thomas, Gainesville, President; and elected Dr. 
Joseph S. Stewart, Miami, President-Elect; Dr. Frank W. Hewlett, 
Miami, First Vice-President; Dr. Frank D. Gray, Orlando, Second 
Vice-President; Dr. Bricey M. Rhodes, Tallahassee, Third Vice- 
and Dr. Robert B. McIver, Jacksonville, Secretary- 

‘reasurer. 

Dr. Duncan T. McEwan, Orlando, was elected President, Atlantic 
Coast Line Railroad Surgeons Association, at its annual meeting 
held in Clearwater recently. 

Dr. Robert B. Mclver, Jacksonville, was installed President, 
Southeastern Section, American Urological Association at its recent 
annual meeting; Dr. Russell B. Carson, Fort Lauderdale, was 
elected Secretary-Treasurer; and Dr. Kenneth Montgomery, West 
Palm Beach, succeeds Dr. Carson as the Florida representative on 
the Executive Committee. 

Dr. W. Stewart Flanagin, Jacksonville, has opened offices in 
the St. James Building, practice limited to reparative and plastic 


su 

The. trustees of the University of Miami at a meeting held 
April 16 authorized the establishment of a school of medicine to 
be opened by October. The City of Miami has offered ten .~ 
near the James M. Jackson Memorial Hosp ital as a site. 
school can be opetied. before the building is com is completed as The 
first year’s classes can be held in present 

Dr. Charles F: James, Jr., Tallahassee, has opened offices for 
the practice of general surgery. 


Dr. George H. Putnam, Gainesville, has opened offices with 


practice limited to urology. 


Dr. Birt L. Browning, Miami Beach, and Mrs. Bessie Hickman, 


Brunswick, Georgia, were married recently. 


Dr. Mark Stiles’ W ellington, St. Petersburg, and Miss — 


Anne Sampson, Plymouth, Massachusetts, were married recen 


Dr. Lewis Townsley Corum and Miss Genevieve Murphy } 


both of Tampa, were 7 March 20. 
Dr. Walton B. Wall, 
Jacksonville, were married “April 


DEATHS 


Dr. Jerry B. Callahan, Orlando, aged 63, died recently @ 


coronary heart disease. 


Dr. Richard M. Howe, St. Petersburg, aged 81, died recently of 


leukemia. 
Frank R. Morrow, Miami, aged 45, died March 5, 


John, A. Newnham, West Palm’ Beach, aged 59, die 


March 19. 


GEORGIA 


Appling County Medical Society has elected Dr. E. J. Ovep 
street, — and Dr. James T. Holt, Secretary-Treasurer, 


Ben Hill a Medical Society has elected Dr. W. P 


Fitzgerald, President; Dr. Raymond Harris, Ocilla, Vice Praia 


and Dr. Francis Ward, —, Secretary- Treasurer, 

Bibb County Medical Society has elected Dr. C. 
President, Dr. Leon D. Porch, President-Elect; and Me. 
Phillips, Secretary- Treasurer, all of Macon. 


Blue Ridge Medical Society has elected Dr. W. E. call 
President; Dr. Thos. J. Hicks, Vice-President; and Dr. Jame 


F. O’Daniel, Secretary-Treasurer. 


Bulloch-Candler-Evans County Medical Society has elected De, 
Louie H. 


Elizabeth Fletcher, Statesboro, President; Dr. 


Claxton, Vice- President; and Dr. John Mooney, Jr., Statesbora, 


Secretary-Treasurer. 


I Medical Society (Chatham County) has elected De, 
E. Porter, Vice-President; 
Dr. G. H. Johnson, Jr., Secretary-Treasurer, all of Serena 


W. V. Long, President; Dr. J. 
Clayton-Fayette Medical Society has elected Dr. 
Continued on page 60 
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Orlando, and Mrs. Agnes Chaires, 
5. 


For the General Surgeon 


A combined surgical course comprising general sur- 
gery, traumatic surgery, abdominal surgery, gastro- 
enterology, proctology, gynecological surgery, uro- 
logical surgery. A dance at | 

operations, inati of pati 
and postoperatively and follow-up in the wards 
postoperatively. Pathology, roentgenology, physical 
therapy. Cadaver demonstrations in surgical anatomy, 
thoracic surgery, regional sthesia. Operative sur- 


gery and operative gynecology on the cadaver. 


THE NEW YORK POLYCLINIC 
MEDICAL SCHOOL AND HOSPITAL 


(ORGANIZED 1881) 
(The Pioneer Post-Graduate Medical Institution in America) 


Obstetrics and Gynecology 


A full time course. In Obstetrics: Lectures; pre- 
natal clinics; witnessing normal and operative deliv- 


eries; operative obstetrics ( ikin). In Gy 1. 
ogy: Lectures; touch clinics; wi ing operations; 
examination of pati preoperatively; follow-up in 


“wards postoperatively. Obstetrical and Gynecolog- 
ical pathology; regional anethesia (cadaver). At- 
tendance at conferences in Obstetrics and Gynecol- 
ogy. Operative Gynecology on the Cadavar. 


FOR INFORMATION ADDRESS 
MEDICAL EXECUTIVE OFFICER, 345 West 50th Street, NEW YORK 19, N.Y. 
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KODACHROME FILM ...an outstanding 
full-color photographic medium 


oucH Kodachrome Film has been available only since 
1935, it is today widely used by the profession—in sheets 


... 35mm. rolls . . . 16mm. and 8mm. Ciné-Kodak rolls. 
Dermatologists use it to register response to therapy . . . surgeons, 
to record operative technics . . . pathologists, to demonstrate 


morbid changes in tissues. Whatever the subject, Kodachrome 
endows the photographic result with a richness and reality that 
only full color can give it. 

A valuable medium... this. And one of a famous family of 
products... each of uniform Kodak quality . . . each filling 
a radiographic or photographic need of the professional man. 
Eastman Kodak Company, Medical Division, Rochester 4, N.Y. 


Serving medical progress through Photography and Radiography 


Major Kodak products for 
the medical profession 


X-ray films; x-ray intensifying screens; 
x-ray processing chemicals; cardio- 
graphic film and paper; cameras—still 
and motion picture; projectors—still 
and motion picture; photographic films 
—colorand black-and-white (including 
infrared) ; photographic papers; photo- 
graphic processing chemicals; 
synthetic organic chemi- 

cals; Recordak. 
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. . . took us lifetimes 


to know the ways 
to find 


M. BURNEICE 


the finer people and the 
finer posts . . . 
and 
to bring both of you 
together. 


You come to us with to fill, with 
needs and necessities to meet, with ideals in your 


. + « you come to us to tell that you need 
medical men who are spirited, plucky, pleasant, 
warmly human, self reliant, courageous people . . . 


Or, turn it ‘round, you come to us to tell that 
you haven’t found your niche in life as yet . . . you 
come to ask that we help you find the post that’d 
offer all the challenge, and all the opportunities 
for good that you've lived your life to find. 


Thus, in one case . . . men and institutions come 
to us hunting for you. They need you in great 
hospitals, in uni ities, in industry, in clinics . . . 
and men in private practice need you .. . 


- . « Wanting eager, understanding doctors, men 
on the way up, men already skilled and famed 

... and all we ask of you, for them, is character 
and dependability, for integrity that stands tall and 
obvious, for intent and will, and if you please . . . 
for a personable, likable way with you. 


That is our great work . . . to find you for 
. to find the finer, greater, famous posts 
for you. 


Write . . . we probably have the man you want 
. may have the exact location, the opportunity 
you seek. 


SURNEICE LARSON, DIRECTOR 
52nd floor 
PALMOLIVE 
BUILDING 

919 N. Michigan 
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Lovejoy, President; Dr. J. L. Robak, Jonesboro, Vice-President; 
and Dr. T. J. Busey, Fayetteville, Secretary-Treasurer, 

Colquitt County Medical Society has elected Dr. William CG. 
Cumbie, President; Dr. John F. McCoy, Vice-President; and Dr 
Preston D. Conger, Secretary-Treasurer, all of Moultrie: ; 

Crisp County Medical Society has elected Dr. Charles E. 
McArthur, Cordele, President; and Dr. Orien T. 
Secretary-Treasurer, both of Cordele. 

Floyd County Medical Society has elected Dr. Ralph B. McCord, 
President; Dr. Warren M. Gilbert, Vice-President; and Dr. Lee 
Battle, Jr., Secretary-Treasurer, all of Rome. 

Forsyth County Medical Society has elected Dr. Rupert 
Bramblett, President; Dr. Marcus Mashburn, Sr., Vice-President: 
and Dr. Courtney C. Brooks, Secretary-Treasurer, all of Cumming 

Fulton County Medical Society has installed Dr. R. Hugh Woot, 
President; and elected Dr. W. W. Daniel, President-Elect: Dr. 
Fred F. Rudder, Vice-President; and Dr. McClaren Johnson, 
Secretary-Treasurer, all of Atlanta. 

Dr. Wade H. Baggs, Jr., Camilla, after receiving his discharge 
from the U. S. Army Medical Corps, has accepted the position 
as Resident Physician, Archbold Memorial —- Thomasville, 

Dr. Charles G. Bellville, Camilla, after finishing post-graduate 
training at Emory University Hospital, is associated with Dr 
George L. Epps, Bainbridge Hospital, Bainbridge. 

Dr. Frank K. Boland, Atlanta, is Chairman of the Atlanta 
activities of the American Society Hygiene Association’s “Stamp. 
Out Veneral Disease” campaign, directing the drive in Atlanta and 
neighboring communities. 

Dr. James Burdine, recently released from military service, is 
associated with his brother, Dr. Winston Burdine, Burdine Hos- 
pital, Blue Ridge. 

Dr. Ernest F. Daniel, Jr., of Millen before entering the Army, 
is associated with Dr. Steve P. Kenyon, Dawson, in the practice 
of medicine. 

Dr. W. C. Hatchcock, Atlanta, has reopened his offices and will 
continue the practice of the late Dr. B. McH. Cline, Grand 
Theatre Building, Atlanta. 

Dr. H. M. Lee, Hamilton, has been elected County Physician 
of Harris County. 

r. J. W. McFarland, formerly of Detroit and Atlanta, has 
opened office in the Clinic Building of Ritch-Leaphart Hospital, 
Jesup, practice limited to eye, ear, nose and throat diseases. 

Dr. J. B. Neighbors, Jr., Athens, has been awarded member- 
shin in the American Board of Internal Medicine. 

Dr. Arthur M. Pruce, Atlanta, has opened offices for the 
prectice of physical medicine. 

r. John K. Stalvey, Jr., Savannah, recently with the U. $. 
Public Health Service, has opened his cffice for the practice 
of medicine and surgery in Savannah. 


DEATHS 


Dr. Lisbon C. Allen, Hoschton, aged 85, died March 6. 

Dr. Henry Grady Banister, Ila, aged 56. died March 2. 

Dr. Albert H. Cochran, Atlanta, aged 73, died March 5. 

Dr. Emmett G. Colvin. Locust Grove, aged 70, died recently. 

Dr. Samuel Harwell Dillard, Brookhaven, aged 86, died recently. 

Dr. Arthur D. Knott, Camilla, aged 71, died March 19 of 
cerebral hemorrhage. 

Dr. Laborn James Harley, Atlanta, aged 72, died recently of 
cerebral thrombosis and hypertensive heart disease. — 

Dr. Linton Yancey Pittard, Monticello, aged 60, died recently. 

Dr. Leatus Sanders, Commerce, aged 73, died recently. 

Dr. Mary Jane Walters, Marietta, aged 53, died recently of 
cancer. 


KENTUCKY 


Dr. Clifford N. Heisel, Covington, has been appointed a member 
of the Council of the Southern Medical Association from Ken- 
tucky for a regular Council term of five years beginning at the 
close of the annual meeting in Baltimore, Marviand, in November, 
the appointment having becn announced recently by the President- 
Elect, Dr. Lucien A. LeDoux, New Orleans, Louisiana. Dr. Heisel 
succeeds Dr. J. B. Lukins, Louisville, whose term will expire with 
the close of the Baltimore meeting in November, and who, having 
served the constitutional limit, is not eligible for reappointment. 

The following Louisville physicians have retired as clinical pro- 
fessors from the University of Louisville School of Medicine 
Dr. Irvin Abell, Clinical Professor of Surgery: ’ arg 
Asman, Clinical Professor and head of the | Department ‘ 
Proctology; and Dr. Charles W. Hibbitt, Clinical Prokes © 
Obstetrics and Gynecology. As professors emeritus they = 
consultants to the Medical School faculty. All three have 0 
in the Brown Building and will continue their private practice. 

Dr. Morris H. O’Dell, Louisville, has completed a six-mon 
course of postgraduate medical training at the New 
Polyclinic Medical School and Hospital, New York City. 
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A modern span from land to land... 
bridge designers deserve, and need, 
the finest tools for their work. And so 
does the roentgenologist need accurate, 
exacting “tools” for his specialty ...a 
necessity for producing the radiograph 
of high diagnostic quality. 

That is why most of the world’s 
roentgenologists rely on Patterson In- 
tensifying Screens. That is why Pat- 
terson has been the standard of screen 
quality for more than 30 years. 


GU POND BETTER THINGS FOR BETTER LIVING | 
.. THROUGH CHEMISTRY 


par.or* 


Your dealer has a complete stock to 
meet your needs. 


Patterson Screen Division of E. I. 
du Pont de Nemours & Co. (Inc.), 
Towanda, Pennsylvania. 


Patterson Screens 


The Standard of Screen Quality 
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Dr. Robert L. Carrick, Lexington, aged 81, died recently of 
hemorr! 


Dr. Ulysses Grant Gallemore, Melber, aged 81, died recently 
of heart disease and intestinal carcinoma. 

Dr. William Emmett Gardner, Louisville, aged 70, died April 8. 

Dr. Travis D. Rudd, Hopkinsville, aged 79, died recently of 


“br. pectoris. 
George Le ay Payne, Bardwell, aged 73, died recently 
coronary occlusio: 
a E. E. Butler, ‘Louisville, gaged 55, died recently from an 
automobile accident at Vero Florida. 
De. Joseph G. Bosley, Richmond, aged 79, died April 1. 


LOUISIANA 


Louisiana State University School of Medicine, New Orleans, 
announces the following faculty appointments: Dr. James D. 
ve Professor = Head of the Department of Surgery, succeed- 
Urban Maes, retired; Dr. Robert L. Simmons, Associate 
Protesi of Public Health and Preventive Medicine, succeeding 
Dr. George W. McCoy; Dr. Joseph A. Danna and Dr. Narcisse 
Thiberge, reached the retirement age, Clinical Pro- 
a Surgery and Medicine, respectively; Dr. 
Sidney we Associate Professor of Pediatrics; Dr. Nelson 
Assistant Professor of Pediatrics; Dr. Edwin S. 
¥ Clinical Assistant Professor of Medicine; Dr. Anthon: 
F ‘ 4 in Otolaryngology; and Dr. Henry C. McGill, 
Assistant in 
Louisiana State Allergy Society was recently formed and the 
— officers were elected: Dr. Bern G. Efron, New 
President; Dr. Henry D. Ogden, New Orleans, Vice- 
President; and Dr. J. Dudley Sennen Jr., Shreveport, Secretary- 


‘reasurer. 

Dr. Frederick A. Johansen has been named Director of the 
National Leprosorium at Carville. 

Louisiana Tuberculosis Association has elected Dr. Snyder 
Jacobs, President; Dr. Maurice Campagna, Vice-President; and 
= Executive Committee: Dr. a P. Daly, Dr. Joseph A. Danna, 

Edgar Hull, Dr. John H. Musser, Dr. I. L. -~ Dr. 
ah. Schaefer, Dr. Waldo L. Treuting; Dr. John 
and Dr. Julius Lane Wilson. 
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Louisiana Pediatric Society has elected Dr. Wm. C. Rivenbard, 
President; Dr. Bertha Wexler, Secretary; and Dr. Jack Strange, 

e oundation ospital, pur 
Ochsner Medical Foundation, was 
13. It is a former army ol acy converted for Private Patients, 
with seven patient buildings and 161 now in operation. 
Eventual plans are for a capacity of 300 beds. 


DEATHS 


Dr. David Adiger, New Orleans, aged 58, died April 2 
A. Palmisano, New Orleans, aged died 
Dr. ‘Teseph Evan Crawford, Ruston, aged 68, died recen 
cerebral hemorr ve 

Dr. Carlton Mitchell, New Orleans, aged 85, died recently, 


MARYLAND 


een Anne’s County Medical Society has elected Dr. W, & 
Fisher, President; Dr. H. F. McPherson, Vice-President; 
Dr. C. Rodney Layton, Secretary-Treasurer, all of Centerville” 

Somerset County Medical Society has elected Dr. William H, 
Coulbourn, Crisfield, President; and Dr. Henry M. Lankford, 
Princess Anne, Secretary-Treasurer. 

Talbot County Medical Society has elected Dr. J. T. B, 
Ambler, President; Dr. How: F. Kinnamon, Vice-President; Dr. 
Thurston Harrison, Second Vice-President; and Dr. Joseph A. 
Ross, Trappe, Secretary-Treasurer, all of Easton. 

Washington County Medical Society has elected Dr. F. F, 
Lusby, President; Dr. R. A. Bell, Vice-President; and Dr. Ernest 
F. Poole, Secretary-Treasurer, all "of Hagerstown. 

Wicomico County Medical Society has elected Dr. Jack K. 
Williams, President; Dr. Marion Gillis, Vice-President; and Dr, 
David J. Gilmore, Secretary- Treasurer, all of Salisbury. 

Worcester County Medical Society has elected Dr. Louis 6G, 
Llewelyn, Pocomoke City, President; Dr. Norman E. Sartorius, 
t., Pocomoke City, Vice-President; and Dr. Herman A. Robbins, 

in, Secretary-Treasurer. 

The Public Health Service has established a ee division of 
tropical diseases in the National Institute of Health, Bethesda. 
Heading the new unit is Willard H. Wright, LD, formerly 
chief of the Zoology Laboratory and during the war Field 
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(Above) Fitting practice session at recent CAMP Instructional Course 


YOUR PATIENTS Are Properly Fitted When 
You Recommend CAMP Scientific Supports 


CAMP fitters are conscientiously trained to work on the physi- 
cian’s team as technicians in scientific supports. Annual four- 
day sessions in New York and Chicago (now in their 19th 
year), a steady schedule of regional classes, individual instruc- 
tion by the corps of CAMP registered nurses and professionally 
edited handbooks and other helpful literature have trained thou- 
sands of fitters in prescription accuracy and ethical procedure. 


S. H. CAMP AND COMPANY, JACKSON, MICHIGAN ' 
World’s Largest Manufacturers of Scientific Supports 
Offices in New York * Chicago * Windsor, Ontario * Loadoa, England 
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These important 
Rh SERVICES 


are now available 


1. Rh testing, including Rh typing, tests 
for Rh antibodies, and titrations. 

(Blood specimens can be submitted by 
mail.) 

2. Anti-Rh serum for rapid slide testing. 
3. High titer anti-A and anti-B blood 
typing sera. 

4. Rh negative blood of all types, dis- 
tributed under U. S. Government License 
No. 139. 


For complete information write to: 
THE PHILADELPHIA SERUM 
EXCHANGE 


A non-profit organization 
1740 Bainbridge Street 
_ PHILADELPHIA 46, Pa. 


STERILE HIGH TITER 


For ACCURATE 
CLASSIFICATION 


Improper classification, due to 
weak reacting testing sera or 
failure to differentiate Al from 
A2 bloods may cause serious 
trouble—even fatalities, 
Our Grouping Sera are certified for HIGH 
TITER. Exclusively prepared under the per- 
sonal supervision of Dr. R. B. H. Gradwohl 
for safe, efficient, accurate laboratory techni- 
que. We invite your inquiries. 
Serum “A” (II, Moss), and Serum “B” (III 
Moss) represent carefully controlled experi- 
mental work to furnish the profession care- 
fully tested and titrated grouping sera. Clin- 
ically reliable .. . worthy of your confidence. 
nti-Rh serum to test Ls Rh. Absorbed B 
serum to differentiate between A: and A:. 
Anti-M and Anti-N sera for blood spots and 
Paternity work. : 


Write for a sample copy of The 
of helpful hints on improved lab-J=— 
oratory technique. =. 


GRADWOHL 


3 LABORATORIES 
3514 Lucas Ay. St. Louls, Mo. 
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Director of the Commission on Schistosomiasis in the Southwest 
Pacific and Japan. 


DeaTHS 


Dr. Otto H. Duker, Baltimore, aged 79, died recently of 
arteriosclerosis and thrombosis of femoral artery. 

Dr. Thomas Henry Magness, Baltimore, aged 67, died recently 
of injuries received when struck by a street car. 

Dr. John T. O’Mara, Baltimore, aged 66, died recently of 
cerebral hemorrhage. 

Dr. Isaac Rosenbaum Pels, Baltimore, aged 65, died recently 
of cardiovascular disease. 

Dr. Knight Reynolds, Cumberland, aged 47, died recently. 

Dr. Adam William Reier, Dundalk, aged 59, died recently. 


MISSISSIPPI 


Dr. E. LeRoy Wilkins announces the association of Dr. William 
T. Wilkins, recently released from military service, in the practice 
ges ear, nose and throat in the McWilliams Building, Clarks. 

le 


Dr. Richard N. Whitfield, Jackson, for. twenty-three years 
Director of Vital Statistics and Assistant Secretary, Mississippi 
State Board of Health, was elected President of the Federation of 
State Medical Boards of the United States at a recent conference 
held in Chicago. 

Dr. H. C. Franklin, the first recipient of the Fred Lyman 
Adair Fellowship from the Department of Obstetrics at the 
University of Tennessee, will serve as Obstetric Consultant with 
the Mississippi State Board of Health in cooperation with the 
University of Tennessee and the U. S. Public Health Service. 


DEATHS 
Dr. Thomas Edward Phillips, Alligator, aged 59, died recently 
of heart disease. 
Dr. William Girard Thompson, Enid, aged 74, died recently of 
heart disease. 


MISSOURI 


Kansas City Southwest Clinical Society will hold its 25th 
Annual Fall Clinical Conference in Kansas City, October 6-9. 

Mercer County Medical Society has elected Dr. A. S. Bristow, 
President; Dr. Marion Lambert, Vice-President; and Dr. J. M. 
Perry, Secretary-Treasurer. 

Dr. John W. Williams, Jr., Jefferson City, was reelected Presi- 
dent of the Southern Branch, American Public Health Association 
at a meeting held in Memphis, Tennessee recently. 

Dr. Nathan K. Pope, Springfield, has become a member of 
the staff of the City Health Department of Springfield. 

Dr. W. Barry Wood, Professor of Medicine, Washington Uni- 
versity School of Medicine, St. Louis, was recently elected Presi- 
dent, St. Louis Society .of Medicine. 

Dr. Wendell G. Scott, Associate Professor of Clinical Radiology, 
Washington University School of Medicine, St. Louis, has been 
reelected President, St. Louis Radiological Society. 

Dr. Carl F. Cori, Washington University School of Medicine, 
St. Louis, has been awarded the second intermediate research 

rize of $5,000 for distinguished achievements in the field of 
Gaoee metabolism extending over a period of twenty years. The 
award will be made annually by the National Science Fund of 
the National Academy of Sciences. 

Washington University School of Medicine, St. Louis, will 
establish a Department of Electroencephalographic Technology in 
the fall under the direction of Dr. James O'Leary, Associate 
Professor of Neurology. : 

Dr. Harold James Black, Mendota, and Mrs. Jessie Clarke Kirby, 
Washington, D. C., were married recently. 


DEATHS 


Dr. Frederick M. Braning, Bonne Terre, aged 72, died recently 
of pneumonia. 

Dr. Charles Henry Dixon, St. Louis, aged 75, died recently of 
coronary thrombosis and carcinoma of the colon. ; 

Dr. George S. Dowell, Braymer, aged 71, died April 22 of 
cerebral thrombosis. 

Dr. Ernest L. Epperson, St. Louis, aged 87, died recently of 
myocarditis. 

Dr. Edward D. Miles, Carthage; aged 83, died recently of 
uremia and pneumonia. : 

Dr. U. Rial McReynolds, Knox City, aged 66, died recently of 
Albert L. Sparks, Springfield, aged 69, died recent 

r. Albert L. Sparks, Springfield, ag , died recently. 

Dr. John R. Williams, El Dorado Springs, aged 75, died recently 

of heart disease. 
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Now Improved and Manufactured by 
the Zimmer Manufacturing Co. 


"Fracture of the Neck of the Femur 


Screw shown in position illustrating strong im- 
paction produced when lock nut is tightened. 


(Shown assembled) 


(Shown on wire guide) 


MOREIRA STUD-BOLT SCREW 
Available in 6 lengths: (Stainless Steel Only) 
2-61/64 3-17/64 3-11/32 3-35/64 3-3/4 3-15/16 


Drill for screw channel 
of cortex through trochanter and 
(with movable piece to neck of femur. 


eject bone fragment) 


1. for introduction of the Moreira Stud-Bolt Screw 
2. to tighten the lock nut. 
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Announcing the availability of 


PERTUSSIS IMMUNE SERUM 
(Human) 


IN VACUUM DRIED FORM 


Once again we have Pertussis 
Immune Serum (Human) in the 
preferred vacuum dried form. 
Orders from physicians anywhere 
filled quickly. Twenty-four-hour 
service to handle telegraph orders. 
For literature and full information, 
write to: 


THE PHILADELPHIA SERUM 
EXCHANGE 


A non-profit organization 
1740 Bainbridge Street 
Philadelphia 46, Pennsylvania 


to Strain FRESH Foods 


The Foley Food Mill conserves mother’s time and energy in 
straining fresh vegetables and fruits. With just a few turns of the 
handle, the Foley Food Mill separates fibres and hulls, pureeing 
all cooked foods 


or adult diet— 
peas, carrots, 
beets, string 
beans, spinach, 
apple sauce, 
prunes. Made of 
steel, rust and 
acid-resistant. 
Available 
through depart- 
ment and hard- 


Retail price $1.50. Special Offer to 
doctors, 1 only, $1.00 postpaid. 


FOLEY MFG. CO. 18, Minn. 


As per special offer to Doctors only, I enclose $1.00 for 1 House- 


Size Foley Food Mill. 
| Address 
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NORTH CAROLINA 


Medical Society of the State of North Carolina at its annual 
meeting held recently at Virginia Beach, Virginia, elected Dy 
Jomes Robertson, Wimingen, President-Elect; Dr. V. K. Hart, 

lotte, First Vice-President; and Dr. G. ‘atbora 

e two members of the editoria of the North Caroling 
Medical Journal whose terms expired this year are Dr. Rese 

yhill, Dean of the University of North Carolina Medici 
School, and Dr. Josiah C. Trent, Duke University School of 
was elect y the editoria to serve out the unexpired 
of the late Dr. Paul P. McCain. ~~ 

The May issue of the North Carolina Medical Journal was 
dedicated to the memory of Dr. Isaac Hall Manning as a testi. 
mony of love and respect for him. 

The new building for the Veterans Administration Mental 
Hygiene Clinic at Duke University School of Medicine, Durham 
houses fifteen consultation and treatment offices and other 
facilities necessary for the treatment of mentally ill veterans, 
It will service the whole state. Dr. George Sutherland is Chief 
Psychiatrist; Dr. Leslie B. Hohman is the liaison officer between 
the clinic and Duke Hospital, while the work of the hospital and 
the clinic will be coordinated by Dr. Richard S. Lyman, Professor 
of Neuropsychiatry, and Dr. Maurice Greenhill of the Neurn- 
psychiatry Department. 

Dr. Edward G. McGavran, Professor of Public Health and Pre 
ventive Medicine, University of Kansas School of Medicine 
Lawrence-Kansas City, Kansas, and Health Commissioner of St 
Louis County, Missouri, 1941-1946, has been appointed Dean 
of the School of Public Health, University of North Carolina, 
Chapel Hill, effective September 1. He succeeds the late Dr. 
Milton J. Rosenau. Dr. McGavran will also be head of the De 
partment of Epidemiology. 

Executive Committee arren inty Tuberculosis 
O'Briant, Racford, has bee 

. A. L. O’Briant, ‘ m appointed a 
the Hoke Tuberculosis Association. 

Dr. J. D. Gilland, Jr., Charlotte, is now located at Ki 
South Carolina, to continue the practice of general surgery 
where he is Director of Surgery, Kelley Memorial Hospital, 

Dr. Horace H. Hodges has ned offices in Charlotte for the 
practice of internal medicine. He is associated with Dr. Monre 
T._ Gilmour. 

Dr. June U. Gunter, Sanford, and Miss Elizabeth G. Ker, 
Philadelphia, Pennsylvania, were married recently. 

Dr. James M. Judd, Varina, aged 76, died recently of coronary 
occlusion. 

Dr. Lytle Neale Patrick, Gastonia, aged 63, died recently of 
cerebral hemorrhage. 


OKLAHOMA 


Dr. William A. Hyde, Durant, has been elected a Fellow of 
ee. International College of Surgeons, founded in Geneva, Switzer- 


Dr. Wm. P. Folck, Junction City, Kansas, has been added to 
the staff of Darwin Clinic, Woodward. 

Dr. H. A. Rosier, a graduate of Kansas University School of 
Medicine, is associated with Dr. D. B. Collins as head surgeon, 
Waurika Hospital. 
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‘“MANOTAK LODGE—Most remote Lodge in Ontario; located 0 
the new Red Lake Highway. Game in abundance only Vit 
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For reservations write MANOTAK LODGE, Quibell, Ontario. 


HEALTH OFFICERS and PHYSICIANS. WANTED—Pinellas 
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State institutions. Beginning salaries range from $5,000 t s 
Younger men preferred. Write or wire Supervisor, 
System, P. O. Box 1136, Tallahassee, Florida. 
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Continued from page 66 


Dr. Joe M. Parker has become associated with the LeRoy Long 
Clinic, Medical Arts Building, Oklahoma City. 

Dr. G. H. Stagner, Erick, has opened offices in Edmond. 

Dr. R. C. McCreery, pioneer physician in Erick since 1909, 
recently became owner of the Erick Hospital and has presented 
the institution as a gift to the City of Erick, wats to “‘give 
something back’’ to the people he has served so long. 

Dr. Kenneth Roberts, recently released from service in the 
Navy, is practicing in Stigler in association with Dr. J. Cc. 

J. H. Abernethy, recently discharged from the Navy, has 
oul private practice in Altus. 


SOUTH CAROLINA 


Association of Surgeons of the Southern Railway System held 
its meeting at Charleston, May 15-16 and elected 4 William A. 
Boyd, Chief Surgeon for the Columbia area, Presiden 

Dr. Lucius M. Cline, Jr., has opened an office in == for 
of general medicine. 


Kirby, Jr., Loris, has been awarded a three-year 
fellowship in general surgery at the Alton Ochsner Medical 
Foundation, New Orleans, Louisiana. 


Dr. Stephen Abram Greenberg, Florence, and Miss Ruth Bar- 
bara Brody, New York City, were married recently. 


DEATHS 


Dr. John M. Settle, Charleston, aged 42, died March 25 of 
burns received at his home in December. 


TENNESSEE 


Dr. R. L. Sanders, Memphis, has been appointed a member of 
the Council of the Southern Medical Association from Tennessee 
for a regular Council term of five years beginning at the close 
of the annual meeting in Baltimore, Maryland, in November, the 
appointment having been announced recently by the President- 
Elect, Dr. Lucien A. LeDoux, New Orleans, Louisiana. Dr. 
Sanders succeeds Dr. Kate Savage Zerfoss, Nashville, whose term 
will expire with the close of the Baltimore meeting in November, 
and who, having served the constitutional limit, is not eligible 
for reappointment. 

Tennessee State Medical 


Association held its one hundred 


twelfth annual meeting in April and installed Dr. Franklin B. 
Bogart, Chattanooga, President; and elected Dr. H. W. Qualls, 
Memphis, President-Elect; Dr. J. R. Thompson, Jr., Jackson, 
Vice-President for ‘West Tennessee; Dr. Leo C. Harris, Sr., 


Lawrenceburg, Vice-President for Middle Tennessee; Dr. Lee K. 
Gibson, Johnson, Vice-President for East Tennessee; Dr. W. 
Hardy, Nashville, Secretary-Editor, reelected; and V. O. Foster, 
Nashville, Assistant Secretary. 

The Southeastern Dermatological Association will hold its next 
meeting, under the presidency of Dr. Howard Hailey, Atlanta, 
Georgia, at Knoxville, Sunday, August 31. The Andrew Johnson 
Hotel is headquarters. Reservations may be made direct with the 
hotel or through the Secretary, Dr. A. H. Lancaster, 608 West 
Main Street, Knoxville, Tennessee. 

Dr. Herbert Acuff, Knoxville, was installed President of the 
Southeastera Surgical Congress at its recent meeting held in 
Louisville, Kentucky. 
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Dr. John Lee Farringer, Jr., Knoxville, and Miss Mary Margaret 
Smith, Fort Madison, lowa, were married recently. 

Tennessee State Society of Pathologists was formed at the state 
medical meeting held in Memphis, and the jcllowing olficen 
were elected: Dr. Alfred Golden, Memphis, President; Dr. W. 4. 
Demonbreun, Nashville, Vice- President ; and Dr. T. C ioe 
Memphis, Secretary- Treasurer. 

Dr. Julian C. Gant, formerly of Boston, is located with Madison 
Sanatarium and Hospital, Madison College, Tennessee. 

Dr. Walter K. Hoffman, Memphis, and Mrs. Phyllis Benson 
Halladay, Oakland, California, were married recently. 


DEaTHS 


Dr. Robert L. Bean, Cleveland, aged 80, died April 19, 

Dr. Lemuel B. Gilbert, McMinnville, aged 72, died April 11, 

Dr. David A. Sherrill, Newbern, 89, died recently of 
myocarditis and arteriosclerosis. 

Dr. John Tate McNabb, Trenton, aged 39, died recently of 
chronic myocarditis. 


TEXAS 


State Medical Association of Texas at its recent annual meeting 
elected Dr. Tate Miller, Dallas, President; Dr. Frank A. Selecman, 
Dallas, Dr. Ximie Hyde, Fort Worth, and Dr. Elmer W. 
Jones, Wellington, Vice-Presidents; Dr. Holman Taylor, Fort 
Worth, Secretary, ‘reelected; and Dr. Thomas H. Thomason, Fort 
Worth, Treasurer. The next annual meeting will be held in 

James White, Fort Worth, was elected Vice-President of 
ox! pe Society of Clinical Surgeons at a recent meeting. 

Collin County Medical Society has elected Dr. J. E. Miller, 
President; Dr. B. Stafford, Vice-President; Dr. Charles E. 
Wysong, ‘Secretary-Treasurer, all of McKinney. 

Third District Medical Society has elected Dr. C. E. High, 
Pampa, President; Dr. R. Ernest Clark, Memphis, Vice-President; 
and Dr. Kenneth Flamm, Amarillo, Secretary. 

The Fort Worth Tumor Clinic which began operation at the 
City-County Hospital, Fort Worth, is under the direction of 
Dr. Helen Reller Gottschalk, formerly resident dermatologist at 
Barnard Free Skin and Cancer Hospital, St. Louis, Missouri. 

Houston Surgical Society was recently organized and the follow. 
ing officers were elected: Dr. Henry A. Petersen, President; Dr. 
George W. Waldron, Vice-President; Dr. Granville Q. Adams, 
Secretary; and Dr. T. H. Compere, Treasurer. 

Baylor University College of Medicine, Houston, has established 
a fellowship in urology in memory of the late Dr. John M. 
Trimble, Professor of Urology at the College. 

Dr. O. M. Marchman, Dallas, was honored April 5, his seventy- 
fifth birthday, at a surprise luncheon, sponsored by the Dallas 
Medical Service Society. He was presented a diamond-studded 
Masonic emblem watch fob. 

Dr. William Burford Hahn, Austin, and Miss Martha Harriett 
Ethridge, Meridian, Mississippi, were married recently. 


DEATHS 


. a Orion T. Arnold, Laredo, aged 81, died recently of 
Dr. Charlie Welton a Apple Springs, aged 66, died recently 
of carcinoma of the liv 
Dr. Joseph Thomas Genter, Goliad, aged 71, died recently of 
coronary thrombosis 
Dr. James Milton ‘Campbell, Goldthwaite, aged 73, died recently. 
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Developed to save time and shnplify multiple administrations of Pentothal 
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1531 Olive St © St. Levis 3, Ma, 


IMPROVE YOUR RESULTS 


IN CANCER OF THE CERVIX 


Rina high percentages of 5-year cures 
in Carcinoma of the Cervix are reported by institu- 
tions employing the French technique illustrated 
here. Ametal rubber applicators encase the heavy 
primary screens and provide ideal secondary filtra- 
tion to protect the vaginal mucosa. Radium or Radon 
applicators for the treatment of Carcinoma of the 
Cervix and provided with Ametal filtration are avail- 
able exclusively through us. Inquire and order by 
mail, or preferably by telegraph or telephone revers- 
ing charges. Deliveries are made to your office or 
hospital for use at the hour you may specify. 


THE RADIUM EMANATION CORPORATION 


GRAYBAR BUILDING Tel. MUrray Hill 3-8636 NEW YORK, N. Y. 
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9 VALUABLE AIDS IN 
POLIOMYELITIS TREATMENT 


In all stages of poliomyelitis, heat may be 
found of value as part of the therapeutic 
regimen. ! 

When controlled, constant heat is indicated 
for either long or short periods, without 
pressure on tender areas, use a 


BURDICK ZOALITE 
INFRA-RED LAMP 


2 


2. Muscle 


From physiologic studies, it has been found 
that electric stimulation aids in maintaining 
the weight and mass of the paralyzed muscle2. 
Where interference with nerve supply to the 
area is only temporary, as is often the case in 
poliomyelitis, the muscle group can be pre- 
pared for re-education by use of the “finger- 
touch” surge control of a 


BURDICK 
MUSCLE STIMULATOR 


1The American Orthopaedic Assoc.: Infantile Paralysis, 
or Acute Poliomyelitis, J.A.M.A., 131:1411-19 (Aug. 
24) 1946. 

°Steindler, A.: Present Ideas on Anterior Poliomyelitis, 
Chicago Med. Soc. Bulletin, 49:610-14 (Apr. 12) 1947. 
Write The Burdick Corporation, Milton, Wis- 
consin, for literature and the name of the 
Burdick dealer in your area. 


THE BURDICK COAPORATION 
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Dr. Percy Ray Cruse, Houston, aged 60, died Tecently of 
cerebral hemorrhage. 

Dr. Charles Michael Kent, Kenedy, aged 58, died recently of 
cerebral hemorrhage. 

Dr. Walter Shropshire, Yoakum, aged 84, died recently, 

Dr. James E. Wilson, Lancaster, aged 74, died recently of 
coronary occlusion. 


VIRGINIA 


Accomack Medical Society has installed Dr. Rooker J. White, 
Keller, President; and has eleeted Dr. Henrik Shelley, Chin. 
coteague, President-Elect; and Dr. James Corbin Doughty 
Onancock, Secretary. 

Elizabeth City County Medical Society has elected Dr. Oscar 
W. Ward, Jt., President; and reelected Dr. Robert H. Wright, 
Jr., Secretary-Treasurer, both of Phoebus. 

Isle of Wight County Medical Society has elected Dr. Ivan 
Steele, Windsor, Secretary. Dr. Rea Parker, Smithfield, is Presi. 


dent. 

The James River Medical Society has elected for a two-year 
term Dr. A. C. Whitley, Palmyra, President; Dr. E. B. Nuckols, 
Cumberland, Vice-President; and Dr. Garland Dyches, Dillwyn, 


Dr. Merle V. Bemis has been appointed Health Officer, 
acces Health District, with headquarters at Rich- 
and. 

Dr. J. U. Gunter, Roanoke, recently released from military 
service, is connected with the Watts Hospital, Durham. 

Dr. Siegfried Dratler, Portsmouth, has been elected to Associate 
Fellowship in the American College of Allergists. 

Dr. William L. Davis, after a three-year residency at Margaret 
nn Hospital, Jersey City, New Jersey, is practicing obstetrics 
and gynecology in Newport News. 

Dr. George C. Armistead, Jr., Roanoke, and Miss Margaret 
Skinner, Holyoke, Massachusetts, were married recently. 


DEATHS 


Dr. Thomas E. Chapman, St. Paul, aged 70, died recently. 
Dr. Oscar Hunter McClung, Lexington, aged 67, died recently 
of coronary thrombosis. 
Dr. Max Schoenbaum, Richmond, aged 65, died recently. 
Dr. William Clyde West, Alexandria, aged 55, died April 1. 


WEST VIRGINIA 


Dr. Andrew E. Amick, Lewisburg, has been appointed a mem- 
ber of the Council of the Southern Medical Association from 
West Virginia for a regular Council term of five years beginning 
at the close of the annual meeting in Baltimore, Maryland, in 
November, the appointment having been announced recently by 
the President-Elect, Dr. Lucien A. LeDoux, New Orleans, Louis- 
jana. Dr. Amick succeeds Dr. Ray M. Bobbitt, Huntington, 
whose term will expire with the close of the Baltimore meeting in 
November, and who, having served the constitutional limit, is 
not eligible for reappointment. 4 

West Virginia State Medical Association at its annual meeting 
held in Charleston, May 13, elected for the calendar year 1948, 
Dr. Thomas F. Bess, Keyser, President; Dr. Spencer L. Bivins, 
Charleston, First Vice-President; Dr. Harold Van Hoose, Man, 
Second Vice-President; and Dr. Thomas M. Barber, C1 y 
Treasurer. The next meeting will be held at the Greenbrier Hotel, 
White Sulphur Springs, July 12-14, 1948. Be: 

Dr. Alexander Witcow, City-County Health Commissioner, Dela- 
ware, Ohio, has been appointed Director of the Bureau of County 
Health Work to succeed Dr. N. G. Angstadt, who resigned 
months ago to be Director of the Department of Medical Super 
vision of the school district of Reading, Pennsylvania. 

Dr. A. B. Collins, Blacksville, has moved to Morgantown. 

Dr. Sander Goodman, Huntington, has moved to Cincinnati, 


0. 
Dr. Charles J. Sites, Parsons, has moved to Franklin. — 

Dr. Wendell E. James, Elkins, has moved to Laconia, New 
Hampshire. 

Dr. Chris A. Voelker, formerly of Morgantown, has moved 
to Dubuque, Iowa. 

Dr. David W. Palmer, Wheeling, has completed postgraduate 
work in urology at the University of Pennsylvania and is now 
on the staff at St. Vincent’s Hospital, Erie, Pennsylvania. 

Dr. Adolph G. Kammer, New York City, has been t 
Medical Director of Carbide and Carbon Chemicals Corporation 
in South Charleston. 

West Virginia Public Health Association at its recent ane 
meeting elected Dr. L. A. Dickerson, Madison, President; 
Mr. A. L. Lively, Bluefield, First Vice-President. 


Vol. 
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| 
Dr. Walter R. Johnson. has been appointed Health Officer, 
Alleghany-Botetourt Health District, with headquarters at Cov- 
ington. 
Lar 
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O Tongue Depressor & Laryngoscope 


Compact, Versatile ... 
An Accurate Diagnostic Aid 
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The best features of two instruments are com- 
bined in the AO Tongue Depressor and Laryngo- 
scope, the instrument being readily convertible 
from one use to the other. Model No. 1290B 
(illustrated) is supplied with interchangeable 
9/16” and 3/4” mirrors; the position of each is 
adjustable to give a fine focus of illumination in 
the desired plane. The specially designed blade 
holder of Model No. 1290B makes it adaptable 
to spatulas of various widths and thicknesses. 

Many physicians prefer a light, compact in- 
strument, particularly in diagnostic work out- 
side the office. By combining two often-used 
instruments the American Optical Tongue 
Depressor and Laryngapeape fills just this need. 


American @ Optical 


COMPANY 


E. S. C0.” 


OPHTHALMIC AND NASAL 


Catalog and Price List 
On Request 


Manhattan Eye Salve Company 


Incorporated 1063-65 Bardstown Road, LOUISVILLE 4, KENTUCKY 
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1 LITER (11000 cc) 


_AMIGEN 5% 
DEXTROSE soLuTion 


non- | WARNING: Deo 
(weight solution is cloudy * 

“tain, of case | 
with § percent than one infuswe® 

°gen-ion con- |. keep the 


coat 


“dinsted to pH6.5. | 


Test No. 


MEAD JOHNSON & CO A 


Like Amigen, Protolysate is an enzymic 
digest of casein and consists of amino 
acids and polypeptides. Like Amigen, 
Protolysate supplies the nitrogen es- 
sential for maintenance, repair and 
growth. 
Unlike Amigen, which may be em- 
ployed both orally and parenterally, 
: Protolysate is designed only for oral 
use. 


MEAD JOHNSON & CO. 


EVANSVILLE. 23 


(There is no shortage now of AMIGEN for Saba use. There is no shortage now of PROTOLYSATE for oral ome J 


The function of Amigen and Protolysalial 


is to supply the amino acids essennan 
for nutrition. Bofh can be given in Blam 


of proteinwhen protein cannot be ealan 


or digested, or in addition to prolemm 
when the protein intake is insuficenm 
Administered in adequate Gmoune 
they prevent wastage of protein, restore 
previous losses, or build up new body! | 
protein. 


PROTOLYSATE 


For Oral Administration 

A dry enzymic digest of casein containing “7 
‘cids and polypeptides, useful as a Source of 
ily absorbed food nitrogen when give® orally # 
by tube. Protolysate is designed for @ 

in cases requiring predigested proteia- 
mode of administration and the amount » 
Biven Should be prescribed by the ph 


MEAD JOHNSON & CO: 


EVANSVILLE, U.S.A 


1 Ib. cans at drug stores 
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BRIEF HISTORICAL NOTES ON 
MEAD’S CEREAL, PABLUM 
AND PABENA 


The formula of Mead’s Cereal was de- 
signed to supplement the baby’s diet in 
minerals and vitamins, especially iron 
and thiamine. How well it has suc- 
ceeded in these functions may be seen 
from two examples: 


(1) As little as one-sixth ounce of 
Mead’s Cereal* supplies over 50% of 
the iron and 20% of the thiamine 
minimum requirements of the 3-months- 
old infant. (2) One-half ounce of Mead’s 
Cereal furnishes all of the iron and 60% 
of the thiamine minimum requirements 
of the 6-months-old baby. 


ognized the importance of this contri- 
bution is indicated by the fact that 
cereal is now routinely included in the 
infant's diet as early as the third or 
fourth month instead of at the sixth to 


That the medical profession has rec- 


Hanp in hand with pediatric progress, the introduction of Mead’s Cereal 
in1930 marked a new concept in the function of cereals in the child’s dietary. 
For 150 years before that, since the days of “pap” and “panada,” there had 
been no noteworthy improvement in the nutritive quality of cereals for 
infant feeding. Cereals were fed principally for their carbohydrate content. 


twelfth month as was the custom only 
a decade or two ago. 


In 1933 Mead Johnson & Company 
went a step further, improving the 
Mead’s Cereal mixture by a special 
process of cooking, which rendered it 
easily tolerated by the infant and at 
the same time did away with the need 
for prolonged cereal cooking in the 
home. The result is Pablum, an original 
product which offers all of the nutri- 
tional qualities of Mead’s Cereal, plus 
the convenience of thorough scientific 
cooking. 


During the last twelve years, these 
products have been used in a great deal 
of clinical investigation of various 
aspects of nutrition, which have been 
reported in the scientific literature. 


Oatmeal cereal known as PABENA. 


Many physicians recognize the pioneer efforts on the part of Mead Johnson & 
Company by specifying Mead’s Cereal and PABLUM—and also the new Pablum-like 


*Pablum, the precooked form of Mead’s Cereal, has practically the same composition : wheatmeal (farina), oatmeal, cornmeal, 
wheat embryo, beef bone, brewers yeast, alfalfa leaf, sodium chloride, and reduced iron. 
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KAPSEALS® 


50 mg. each, 
in bottles of 100 
and 1000. 


ELIXIR 
10 mg. in each 
teaspoonful, in pints 
and gallons. 


CAPSULES 
25 mg. each, 
in bottles of 

100 and 1000. 
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BENAD RY 


The results of a recent survey of the clinical use of 
Benadryl (diphenhydramine hydrochloride) in 2665 
patients are shown in the accompanying table. 


The efficacy of this new antihistaminic 


is also attested to in over 150 reports 
published in the medical literature. 


Clinical Entity Questionable 


URTICARIA 

VASOMOTOR RHINITIS 
ECZEMA 

HAY FEVER 

ASTHMA 

MIGRAINE 
ANGIONEUROTIC EDEMA 
ATOPIC DERMATITIS 
PRURITUS 

ERYTHEMA MULTIFORME 
DERMOGRAPHIA 

FOOD ALLERGY 
CONTACT DERMATITIS 
PHYSICAL ALLERGY 
REACTIONS—ANTIBIOTIC 
REACTIONS—DRUGS 
REACTIONS—BIOLOGICS 
DYSMENORRHEA® 


PARKE, DAVIS & COMPANY, DETROIT 


TOTALS 


THERAPEUTIC RESULTS WITH BENADRYL IN 2665 PATIENTS 


*those coses due to histamine-induced spasm of smooth muscley 


Benadryl 


hydrochloride 


32. MICHIGAN 


. 
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26 n 478 


A 
| 
No % Showing 
Benefit Improvement 
349 268 
128 
425 350 82.4 
435 275 63.2 
i 73 48 65.7 
54 46 85.2 a 
66 42 as 
4 18 
28 22 ns 
20 15 75.0 
7 | 32 86.5 
63 49 m1 
ys 4 42 
2 2 100.0 
44 38 86.3 "4 
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